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QUIETS AN AGITATED COUGH REFLEA 
SYRUP 


(Methadone Hydrochloride, Lilly) 


more effective in smaller doses than opium derivatives 
Dosage: 1 teaspoonful; repeated only when necessary. 


Pa'atable, cherry-flavored Syrup ‘Dolophine Hydrochioride,’ 10 
mg. per 30 cc., is supplied in bottles of one pint and one gallon. 
® Narcotic order required. 


Quatity /etstarce 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A, 
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greater antibacterial efficacy... 


*This graph is adapted 
from Altemeier, Cul- 
bertson, Sherman, Cole, 
Elstun, & Fultz. 
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for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.1-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 
therapy. 


References (1) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W;; 
Elstun, W., & Fultz, C. T.: J.A.M.A. 157:305 (Jan. 22) 1955. (2) Austrian, R.: 
New York J. Med. 55:2475 (Sept. 1) 1955. (3) Murphy, E D., & Waisbren, B. A.., 
in Murphy, F D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Phila- 
delphia, F A. Davis Company, 1955, p. 557. (4) Weil, A. J., & Stempel, B.: 
Antibiotic Med. 1:319, 1955. (5) Jones, C. BR; Carter, B.; Thomas, W. L., & 
Creadick, R. N.: Obst. & Gynec. 5:365, 1955. (6) Kass, E. H.: Am. J. Med. 
18:764, 1955. (7) Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159 
(Apr. 15) 1955. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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The heart of the Filter 
Queen air-purifying 7 
system is an exclusive, 
cellulose Filter Cone that 
is so sure, so effective it 
has been selected to help filter 
the air in U. S. atomic research — 
laboratories. In fact, this 
Filter Cone wilf even remove’ 
tobacco stain from a puff of smoke! 
In thousands of homes, Filter 
Queen has replaced old-fashioned, 
unhealthy methods of sanitizing 
with highly favorable results: 
Filter Queeh not only filtefs 
room air and eliminates dust © 
disturbance, but through a builtin, 
Medication Chamber disperses 
vapors into the room while the. patient goes 
about her ordinary household routine. 
You must really see — to believe — what Filter 
Queen can do for your dust-allergic patients. We 
will be glad to arrange for a presentation nd the 
Filter Queen Systém at any time 
to you — in yoyr.office or home. 
Filter | in America's FR EE B 0 0 KLET! 
hospitals, carries the Seals of Good 
Housekeeping Magazine, Underwriters) a booklet 
escribing the new Filter Queen 
Laboratories, Parents’ Magazine; and is Home Sanitation System end: its 
advergsed in A.M.A.'s "Today's Healtp.” uses is available free upon re- 
quest. Write to Filter Queen 
Educational Division, 203 North 
Wabash Avenue, Chicago 1, Ill. 


EALTH-MOR, INC, 
203 NORTH WABASH AVENUE 
CHICAGO 1, IL 
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when you want broad spectrum antibiotic therapy with 


added safety for the many common respiratory, gastro- 


intestinal and urinary tract infections...the product 


to prescribe is 


MYSTECLIN 


Squibb Tetracycline-Nystatin 


when you want specific antibiotic therapy for infections 


caused by Candida albicans (monilia) ...the product 


to prescribe is 


Squibb Nystatin 


the ONLY effective and safe antifungal antibiotic available 


ano ® are TRADEMARRD 


: 
e 
4 
e roa spectrum antibiotic reparation Wi a 
adde retection against monilial superinfection 
“4 
: 
uibb Quality—the Priceless Ingredient 
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4 Pleasant tasting 

‘ANTEPAR’ 
PIPERAZINE 
4 SYRUP - TABLETS - WAFERS | 
_kliminate PINWORMS IN ONE WEEK | 
a -ROUNDWORMS IN ONE OR TWO DAYS| 
PALATABLE DEPENDABLE + ECONOMICAL 
SANTEPAR’SYRUP Piperarine Citrate. 100 ms. perce. 
‘ANTEPAR’ TABLETS - Piperazine Citrate, 250 or 500 scored 
NEW ‘ANTEPAR’ WAF ERS Piperazine Phosphate,500 mg. 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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Knox “Choice of Foods” Diet Can Help Your } 
CARDIAC Patients Lose Weight Successfully 


1. Color-coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally-sound Food Exchanges.’ 

2. Easy-to-use Food Exchanges (referred to in the Knox 
booklet as Choices) eliminate calorie counting by patient. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists”’ prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 


Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. SJ.2] 
Johnstown, N. Y. 


Please send me ....... dozen copies of the new illus- 
trated Knox Reducing booklet cra on Food Exchanges. 


Your Name and Address 
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w to friends... 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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DEMARK, 
TALLINE 


UPJOHN 


(3265-ARB-119) 


Number of living organisms per miijliliter 


10 14 
Time in hours 


1, In the absence of cemiens 
2. in the presence of subinhibitory co 
tration of penicillin 

3. In the presence of subinhibitory c 
tration of Aibamycin* 
Even these su.winhibitory concentrations 
penicillin and Albamycin, when combined, (biac 
ine) produce a dramatic bactericidal effect. 


(Albamycin pilus penicilli ) 

Compare it 
the antibiotic you 
currently using 


Range of effectiveness: Alba-Penicillin 
effective against the organisms that cause the 
overwhelming majority of bacterial infections 
(Staphylococci, Streptococci, Pneumococci, 
Proteus 


Risk of resistance: Because in vitro te: 
this combination is synergistic against 


It is available in bottles of 16 capsules. 
capsule contains 250 mg. Albamycin ( as 


ix 
. The three gray lines of this graph show the — Sees 
growth rate of a penicillin-sensitive strain of 
$taphylococcus (Micrococcus pyogenes, var. 
even Staphylococci already resistant to all other 
antibiotics, the risk of resistance is minimized. 
‘isk of enterocolitis: Because it has littie 
no effect on the predominant Gram-negative 
intestinal bacteria, and is highly effective 
a zainst Staphylococci, there is virtually no dan-_ 
-_ flora, or of other side effects such as perianal er ee 
pruritus 
Aiba-Penicillin is orai therapy, 
the adult 1to2cap- 
$ules Ci.d., iminates gt 
penicillin G potassium. 
by 
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symptomatic 
relief... plus 


Achrocidin 


Tetracycline-Antihistamine-Analgesic Compound 


Available on prescription only 


Acnrocinin is a well-balanced, comprehensive formula ACHROMYCIN® Tetracycline . . 125 mg. 
di h f th Phenacetin . 
irectly modifying the complications of the common 


upper respiratory infections. Salicylamide 150 mg. 
PPE P y Chlorothen Citrate. . . . 25 mg. 


In addition to the direct benefit of rapid symptomatic Bottle of 24 tablets. 
improvement, ACHROCIDIN promptly controls the bac- 

terial component frequently responsible for the devel- 

opment in susceptible individuals of sequelae such as 

otitis media, sinusitis, adenitis, and bronchitis. 


ACHROCIDIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 
three or four times daily. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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ERC SHARP & Di HME 
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{renoco | steroid 


In tra-articular 
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for relief that lasts —longer 


Osteoarthritis 


Tendinitis 
Trigger finger 
Peritendinitis 
Trigger points 
Tennis elbow 
Lumbosacral strain 
Capsulitis 
Rheumatoid arthritis. 
Frozen shoulder 
Coccydynia 
Rheumatoid nodules 


in 
relieves” 3 
pain and 7 
disability 


: the usual mtra-articular, 
se ranges from 2U to 5U mg epend- 
Anti-inflammatory —_—— ing on location and extent of 

ogy. 
effect lasts longer Suspension 


T.B.A.—20 mg./cc. of predniso- 


than that provided lone im 
by any other fee 
steroid ester | 


Oavs 
DIVISION OF MERCK @CO.. INC. 
PHILADELPHIA 1. PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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(rednisolone tertiary-butyiocetote, Merck) 


for relief that lasts —longer 


allows early 
ambulation— 


relieves pain 
and swelling 


Duration of relief 
exceeds that 
provided by any 
other steroid 
ester 


Prednisolone Acetate! 


HYDELTRA-T.B.A. 
(13.2 days—20 mg.) 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 


: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HYDELTRA’- 
T.8.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


4. 6 


MERCK SHARP & DOHME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 1. PA. 


5-cc. via 


re 
‘3 
| 
s. 
| 
oS 


DELAWARE STATE MEDICAL JOURNAL JANUARY, 1957 


(Prednisolone tertiary-butylacetate, Merck) 


for relief that lasts —longer 


in TENOSYNOVITIS— 


“locked” 
tendons 


Bursitis 
Tendinitis 
Trigger finger 
Tenosynovitis. 
‘Trigger points 
Tennis elbow 
Lumbosacral strain 
Capsulitis 
Frozen shoulder 
Coccydynia 
Rheumatoid 
Fibrositis 
Tensor fascia lata 
syndrome 
Collateral ligament 
strains 
Sprains” 
Radiculitis 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 


i-i loc d f 
Anti-idflammMatory me) ing on location and extent’ 0 


than that provided Lone tertiary-butylacetate, in 
by any other HYDELTRA-T.B.A 

(13.2 days—20 mg.) 


3 1S 
DIVISION OF MERCK &CO., INC. 
PHILADELPHIA 1, PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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for relief that lasts —longer : 


ermits 
painless: 
movement , 


Peritendinitis 


Tennis elbow 


Lumbosacral 


: the usual intra-articular, 

intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 
Supplied: Suspension ‘HyDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc. vials. 


Duration of relief 
exceeds that 
provided by any 


other steroid 
ester (13.2 days—20 mg. 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO., INC. 
PHILADELPHIA 1, PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1. 1955 
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for relief that lasts —longer 


in SPRAINS— Osteoarthritis 
| Acute gouty arthritis 
reduces tenderness, Bursitis 
swelling and Trigger finger 
limitation of motion © Trigger points 
Lumbosacral strain 
Capsulitis 
Rheumatoid arthritis 
Frozen shoulder 
Coccydynia 
Rheumatoid nodules 
Fibrositis 
Tensor fascia lata syndrome 
Collateral ligament strains 
Sprains 
Radiculitis . 
Osteochondritis 
Gangla 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 


effect lasts longer Supplied: Suspension ‘aypELTRA’- 


T.8.A.—20 mg./cc. of predniso- 


than that provided | ae lone tertiary-butylacetat , in 


5-cc. vials, 


by any other HYDELTRA-TBA “Qc 


steroid ester . . MERCK SHARP & DOHME 


DIVISION OF MERCK &CO., INC. 
PHILADELPHIA 1, PA. 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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Striking relief from nausea of pregnancy: 


MAREDOX 


brand Cyclizine Hydrochloride and 
Pyridoxine Hydrochloride 


Just one tablet a day, on rising or 
at night, restores the nausea-free 
status to most pregnant women. 


Each tablet of ‘Maredox’ contains: 
*‘Marezine’® brand 

Cyclizine Hydrochloride ....... 50 mg. 
Pyridoxine Hydrochloride ...... 50 mg. 


BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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for added 


in antibiotic therapy... 


tthe antimicrobial spectrum 
of tetracycline extended and 
potentiated to include even 
those strains of staphylococci 
and other pathogens resistant 
to previously employed anti- 
biotic therapy ; and to provide 


multi-spectrum' 
synergistically 
strengthened 


7. a new maximum in thera- 
peutic efficacy 


2. anew maximum in protection 
against resistance 


3, anew maximum in safety and 
toleration 


Capsules: 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.) 


World leader ix antibiotic development and production 
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plus new maximum 


palatability... now available 
with new 


mint-flavored 


OLEANDOMYCIN TETRACYCLINE 


A savory mint flavor, that adds the fur- 
ther certainty of acceptability to anti- 
biotic therapy, particularly for that 90% 
of the patient population treated in the 
home or office where sensitivity testing 
may not be feasible, and where pleasant 
flavor can make the difference between 
prescription adherence and laxity. 


Sigmamycin for Oral Suspension 


is available in 2 oz. bottles containing 1.5 Gm. of 
Sigmamycin (oleandomycin 500 mg., tetracy- 
cline 1 Gm.). When reconstituted each 5 cc. tea- 
spoonful contains 125 mg. of Sigmamycin 
(42 mg. of oleandomycin as the phosphate salt 
with tetracycline amphoteric equivalent to 
83 mg. of tetracycline hydrochloride). 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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Meat... 


and the Need for Reasonable Amounts 
of Fat to Maintain Good Health 


The place of dietary fat in human nutrition is being widely dis- 
cussed. Scientists who know tell us that some fat is desirable in 


‘our everyday diet whether body weight has to be reduced or not. 


Why are fats important to good health? Because they con- 


tribute to the processes of growth and replacement of tissue. 


Because they are an important source of calories. Because they 
make foods more inviting and better tasting. 


Despite great advances in nutritional knowledge the exact 
role of fat in the diet is not yet fully defined. Yet it is known that 


some fat is necessary in healthful day-to-day nutrition. 

For good health, good nutrition, and tastier meals, be sure 
there is some fat—in reasonable amounts—in your daily diet. 
Meat—the most versatile of high protein and B vitamin foods— 
because of its many varieties and cuts is an excellent vehicle to 
provide this essential fat in any amount desired. Animal fat 


products, such as lard, are not only economical, but add delight- 
fully to the taste appeal of hundreds of recipes. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 


consistent with current authoritative medical opinion. 


American Meat 


Institute 
Main Office, Chicago... Members Throughout the United States 
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relaxes 


and 
jor the average 


| | patient in 


@ well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 
@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
® chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


THE ORIGINAL MEPROBAMATE 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY WW) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d, 
Literature and Samples Available on Request 


CM-3706-R2 
THE MILTOWN MOLECULE 
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LYSINE-VITAMIN SUPPLEMENT LEDERLE 


outstanding 
appetite 


5 
ae 
¢ 


Specify INCREMIN TABLETS to stimulate appetite in your problem- 
eater, underweight, or generally below-par patients of all ages. 


INCREMIN TABLETS are highly palatable, caramel flavored. May be 
orally dissolved, chewed, or swallowed. Dosage only 1 tablet daily. 


300 mg. 
tamin Biz 25 mcgm. 
Each INCREMIN TABLET contains: Thiamine (B:) 10 mg. 

Pyridoxine (Be) 5 mg. 


(INCREMIN Drops contain 1% alcohol) 


Remember INCREMIN DROPS. Same formula. Cherry flavor. Can be 
mixed with milk, milk formula, or other liquid. In 15 cc. polyethy- 
lene dropper bottle. Dosage: 0.5 to 1 cc. (10-20 drops) daily. 


D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
"Reg. U. S. Pat. Off. 
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respond to 


blepharitis “responded dramatical 7 
and ointment form of therapy” 
allergic conjunctivitis * ‘cleared 


48 hours... 


- 


XXIV 


ELI 


Dosage: The usual adult 
dose is 250 mg. every six 
hours. 

Available in specially 
coated tablets, pediatric 
suspension, drops, oint- 
ments,and I.M.andI.V. 
ampoules. 
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when infection 
strikes the respiratory tract... 


(Erythromycin, Lilly) 


provides singularly effective antibiotic 
therapy because 


e Virtually all gram-positive organisms are sensitive 
e Allergic reactions following systemic therapy are rare 
e Bactericidal action kills susceptible organisms 


e Normal intestinal flora is not appreciably disturbed 


LILLY AND COMPANY . INDIANAPOLIS 6, INDIANA, U.S.A, 
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THE FRAGILE CHILDREN OF DISCOVERY 


SoME REFLECTIONS UPoN READING A NEw History oF MeEpIcINE* 


Puiuip S. HENcn, M.D. 


Former President Truman once wrote 
me: “The best education for a President 
of the United States comes from an inti- 
mate study of the lives, letters, and papers 
of his predecessors.” The study of history 
can be of as great spiritual and practical 
value to a physician as to a president. 

Dr. Otto Bettmann’s Pictorial History of 
Medicine shows the whole extraordinary 
pageant of healing. If within it are vivid 
colorings reflecting the scarlet terror of 
epidemics, the white stillness of death, the 
gray fog of dark ages, there is also the 
golden brilliance of discovery. The emo- 
tional texture is dramatic, appealing, rich 
in contrasts: great earnestness and com- 
passion, sometimes cold erudition, and 
much wishful thinking. If the chronicle of 
medicine reveals follies, frauds, and foo- 
faraw, one also finds here unsurpassed dedi- 
cation, integrity, effort incredibly sustained, 
often heroism and total sacrifice, and thou- 
sands of victories wherein no man was loser. 
In this book Dr. Bettmann has traced the 
art and science of healing — from the medi- 
cine man of ancient times up to the medical 
man of the twentieth century — in a man- 
ner that is both fascinating and scholarly. 
As a historian he can stand among the 
peers. 

The young doctor of today never meets 
the greatest of his teachers in person. To be 
exposed to this incomparable faculty he 
must go to the pages of medical history: 
to Hippocrates, Paré, Pasteur, Lister and 


Osler. These great men are present in 
everything the doctor does —a fact illus- 
trated by the story of the young physician 
faced with a difficult case. To bolster the 
confidence of a patient who was seriously 
ill, he said, “Why, Mrs. Jones, this morn- 
ing Pasteur and Roentgen briefed me be- 
fore I left home; Sydenham and Osler came 
here with me, and Domagk and Fleming 
are standing by.” To which she replied, 
“Dear me, won’t they cost a lot?” 

They will cost nothing. The book of his- 
tory is open — and free. 

Our work rests— more, perhaps than 
that of any other profession — on the ac- 
complishments of our predecessors. A 
knowledge of what they have given to medi- 
cine and to humanity should therefore be 
part of our background, and not for reasons 
of professional sentiment alone, but for 
reasons of good common sense. 

Pursuing his career, the physician must 
of course strive to maintain a forward look: 
for it is ahead that both opportunity and 
difficulties lie. Yet despite modern com- 
plexities, most of our practical problems 
resemble those of our predecessors. The 
problems ahead are recurrences, variants of 
those in the past — the past of our elders 
if not our own. From our point of view they 
seem to come at us from in front, and to 
bear a fresh label. But beneath the wrap- 
pings there is usually an old problem, al- 
ready examined and even, sometimes, dis- 
posed of. By borrowing experience and 


* The Delaware State Medical Journal is privileged to present in its entirety a manuscript from the pen 
of a Nobel Laureate from the Mayo Clinic. The first portion appeared as the Foreword to “A Pictorial 
History of Medicine” by Dr. Otto L. Bettmann (Charles C Thomas, Soringfield). The second portion 
appeared as “The Fragile Children of Discovery” in Saturday Review, September 1, 1956. We are grate- 
ful to Dr. Otto L. Bettmann, Mr. Charles C Thomas and “Science and Humanity,” the Research Section 
of Saturday Review for their permission to reprint this manuscript. 
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wisdom from predecessors we can view cer- 
tain situations as if in retrospect, and view 
them with enormous profit. 

Physicians will do well, then, to look 
ahead for problems. Paradoxically, how- 
ever, they should look “behind” for guid- 
ance, and a study of medical history pro- 
vides an excellent reaz-view mirror. Most 
physicians are unfortunately not conscious 
of their medical heritage, because few find 
time to study it. This may not be their 
fault alone. It must be admitted that many 
medical histories, however erudite, are not 
very readable. The author of this book, 
Dr. Otto Bettmann, has spent a lifetime to 
remedy this situation. In years of research 
in art centers all over Europe he has as- 
sembled a vast library of medical illustra- 
tions, studying, analyzing, and authenticat- 
ing them so that they could become part of 
a new medical history: a history of medi- 
cine in pictures. This book was designed 
less for medical historians than for the 
practicing physician or layman who wishes 
to inform himself of the background of this 


profession at a glance. 


What is the panorama that opens up be- 
fore our eyes? 


Dr. Bettmann’s vista of 50 centuries 
clearly reveals that the course of medicine 
has not always been one of advance. If 
there are volumes of hard-won facts, life- 
saving ingredients and conclusions, and 
galaxies of truths and half-truths, there are 
also despairs, supersititions, and sophistries. 
Although the over-all direction of medicine 
has been, at least since the Renaissance, 
one of improvement, its progress toward 
betterment has been on countless occasions 
retarded, or even reversed. Thus it is more 
accurate to speak of the “history” or the 
“development” of medicine, rather than of 
its “progress” or “advance.” And for the 
reader, a chronicle which recounts the ebb 
as well as the flow of medical art and 
science is both more accurate and more en- 
tertaining than a mere description of clin- 
ical and technical advances. 

To what extent have physicians, individ- 
ually or collectively, been responsible for 
the course of medicine, for its forward 
spurts or its backward shifts? One view 
has it that medical progress depends chiefly 
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on discoveries; hence the rate at which 
medicine advances is determined largely by 
the appearance of medical leaders and the 
results of their researches. Another view is 
that man is more servant of Fate than 
master, the product rather than the maker 
of environment. Thus great physicians are 
not “born medical leaders,” but become 
leaders through the circumstances of their 
lives. Each period of travail generates its 
own saviors; each crisis produces dis- 
coveries. 

Of these two views Dr. Bettmann sup- 
ports neither extreme wholly. Because the 
physician is only one of many factors that 
have influenced the direction of medicine, 
the story cannot be told in terms of the 
medical man alone. Our medical benefactors 
must not be nameless, of course; but they 
must be seen in perspective, in the company 
of nonmedical contemporaries — friendly, 
indifferent, or hostile— whose ambitions 
and attitudes also require elaboration. Thus 
the author presents the course of medicine 
as part of general history. He views it not 
as a chronology of discoveries, but as only 
one of the great social forces — a continu- 
ing force, but one of fluctuating potency, 
now dominant, now recessive. Thus we see 
what impact the physician has had upon 
each of the great cultural and _ political 
areas, and vice versa. 


Such is the story revealed in Dr. Bett- 
mann’s book. The product of the author’s 
30-year pictorial treasure hunt — plus his 
lifelong study of medical texts — the ma- 
terial displays a richness and variety which 
stamp it as part of a “collector’s collection.” 
Included are previously unpublished orig- 
inal photographs, and many ancient illus- 
trations not heretofore published outside 
their land of origin. 


In view of his vast array of graphic ma- 
terial, the author must have been sorely 
tempted to appeal chiefly to the eye; to 
construct his own medical art gallery within 
cardboards; to let most of the pictures 
speak for themselves, with mere captions 
and program-notes for the less articulate of 
his selections. But Bettmann the specialist 
in medical art is not subordinate to Bett- 
mann the textual historian. The two com- 
bine harmoniou: |y to create a superior 
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form; and the lucid text is brightened by 
the instructive anecdote, the humorous 
twist. 

Many readers will, I believe, be fasci- 
nated by this book without pausing to an- 
alyze its special appeal. But those who dis- 
regard the identity of that appeal are 
depriving themselves of what is, in my 
opinion, an important bonus. Almost daily 
the physician has to do some teaching of 
patients, medical school and hospital per- 
sonnel, fellow-physicians, or public groups. 
The public’s avid interest in health is great- 
ly increasing the physician’s responsibilities 
and opportunities as a teacher and lecturer. 
He is not often as effective as he could be 
because he seldom appreciates, or employs 
fully, the power of visual instruction. “A 
picture may instantly present what a book 
could set forth only on a hundred pages.” 
Today’s doctor will do well to heed this 
century-old dictum of Turgeniev —a dic- 
tum convincingly exemplified in Dr. Bett- 
mann’s Pictorial History of Medicine. 

Its chapters are subdivided into compact 
thematic units of text and illustration. Each 
unit covers a particular subject — perhaps 
one great leader, an important controversy, 
or the development of some specialty. But 
the units keep their logical places in the 
general text, never losing their connection 
with related events. Thus there is no break 
in the continuity of interest and the sense 
of progression. 

A Pictorial History of Medicine, then, is 
no “pictorial souvenir” for the physician to 
inspect casually and then consign to the 
patients’ waiting room. Instead it should 
become a permanent member of his small, 
desk-side privy council: as dependable as 
the latest medical book or journal. In or- 
der to keep the size and cost of the book 
practicable, Dr. Bettmann concludes his 
chronicle as the twentieth century begins. 
Others will share my hope that this is not 
an end, but a pause, and that a companion 
volume will tell the fabulous story of medi- 
cine’s last 50 years—years of unparalleJed 
scientific discovery. 

What are the qualifications for a dis- 
coverer? Important new medical truths 
have been discovered by physicians of al- 
most every nation and race, of every social, 
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economic, and professional level, at every 
academic or medico-military level. Not 
even a medical education is mandatory: 
many of the greatest advances useful in 
medicine were discovered outside the ranks 
of medicine. “Truth” is a capricious, fickle 
companion who hitch-hikes, momentarily 
at least, with the humble as well as with 
those of higher station. The prescription 
for success in discovery is commonly “non- 
refillable.”” No individual or nation can cor- 
ner the market on Truth, patent the ca- 
pacity to discover it, or obtain a long- 
time copyright thereon. 

There seems to be no special “climate” 
for medical discovery. Great discoveries 
have been made almost anywhere or every- 
where; no desolate military outpost is too 
sinall and disorganized, no research center 
too large and (oo organized to prevent them. 
And the physician’s bed, sometimes the only 
place where he can really “‘think,” has been 
the place of conception for many a great 
discovery. No place or circumstance is “off 
limits” for the germination or debut of a 
new truth. And so wherever there is a single 
physician there are the potentials for dis- 
covery. 

No singular ability, no small constellation 
of human qualities, has been identified here 
or elsewhere as the insigne of the discoverer. 
He will be guided by reason’s lenses, but 
will use logic as a “sometime thing,” for 
“logical” plans have led to blind alleys and 
many medical truths are still quite “illogi- 
cal.’’ 

The minimal price for success in research 
has usually been complete forgetfulness of 
clock or calendar, strong compulsions or 
dedications, unmeasured patience, effort 
sustained beyond hope; in short, the relent- 
less pursuit of the fixed objective. But 
even this does not guarantee results, and it 
has been paid by countless “losers” as well 
as winners. And the labors and hopes of 
many a “prepared mind” have gone un- 
rewarded. 

To conceive and recognize a new scientific 
truth, whether by empiric observation, by 
inductive or deductive reasoning, or by ex- 
perimentation, is one of the most difficult 
accomplishments of man. To sense the 
subtle authenticity of a fragment of un- 
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discovered truth, a half-truth, to create 
therefrom, by skill and great patience, a 
new “whole-truth,” and to launch it sturdy 
enough to survive the world’s instinctive 
skepticism and hostility —all this must 
provide a unique satisfaction because it in- 
volves not only the discovery of a truth, 
but also the conversion of what is only a 
“nersonal truth” into an acceptable and 
generally accepted fact. 


Why does it often take so long to utilize 
known truths and convert them into facts? 
As for the “power of truth,” if medical 
truth is so invincible why is it so easily 
crushed, forgotten, lost? Why do so many 
truths, even important truths, have to be 
discovered over and over again before they 
can be accepted and put to work? These 
are the most discouraging aspects of medi- 
cal history. The capacities and culture of 
the human race would be centuries ahead 
of their present status if man only had 
greater receptivity and sensitivity to truth, 
whether new or old. The generalization 
“Truth does something” is not correct. 
Truth per se is always passive; it is only a 
quality; it does nothing. But when truth 
is made to operate by nature or by man 
then it is a thing of power, active, quan- 
titative. By contrast, there is nothing more 
fragile or delicate than that fragment of a 
new truth which forms in man’s mind as 
an “original thought” and hovers there pre- 
cariously on the borderline between his con- 
sciousness and subconsciousness. It has no 
weight, no substance; it is an embryonic 
“quality.” Its mortality rate is terrific. 
Compared to it a human embryo is extreme- 
ly hardy, its miraculous growth being al- 
most automatic regardless of its host’s 
wishes or actions. 


It is not easy for an embryonic truth to 
live, much less to develop, in the mind of its 
host. Before wasting on it anything but 
the most casual thought the host will sub- 
consciously try to stifle it with indifference, 
down-grading, excuses, etc. Even if he fer- 
tilizes it with some preliminary cogitation, 
orientation, and experimentation the “orig- 
inal thought” must overcome many dan- 
gers and enemies as it changes successively 
from a thought to a “notion,” then “an 
idea,” a side-tracked “conviction” or a 
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growing “concept,” and a prenatal “belief.” 
At birth it becomes a valid belief, then 
after his own confirmation it is a personally 
known “fact.” 


Even at this point the new truth faces 
further difficulties and enemies. To the rest 
of the world it is not a new truth, not even 
a notion, for it isn’t even known. As the 
first report of its existence is being prepared 
several fatal and near-fatal mistakes must 
be avoided, such as misjudging audience 
receptivity, etc. Next comes the first “trial 
by audience” which latter is a composite of 
the gullibles, the trusting, neutrals, doubt- 
ers, and skeptics, not to mention the dis- 
interested, and a heterogeneous collection 
of falsifiers. Thereafter it starts the grand 
tour to face, mostly without author-protec- 
tion, a thousand audiences similarly com- 
posed and variably disposed. Some of the 
common enemies the new truth will en- 
counter in each audience are preoccupation, 
ignorance (of the subject), premature criti- 
cism, ridicule, dogma, “natural doubt,” in- 
herent skepticism, misunderstanding, mis- 
interpretation, misconception, misrepresen- 
tation, misquotation, distortion, belittling 
and down-grading, jealousy and (equally 
serious) exaggeration, up-grading and un- 
critical acceptance. Now, all these will be 
coming from physicians and scientists, i.e., 
from persons presumably friendly to truth. 
And later from these same sources will come 
some full confirmations but more partial 
confirmations, rejections, and partial re- 
jections. 

If the new truth involves a remedy, in 
the testing of which the public will play a 
considerable role, further hues and shades 
of opinion will develop. 

Considering all these difficulties, actual 
and potential, one wonders at the countless 
new medical truths which each year do 
gain general acceptance, surviving not only 
a prenatal maceration and digestion by the 
host but the natural inertia, skepticism, and 
reaction of the profession. Well and good; 
but Dr. Bettmann’s account reveals an 
amount of “scientific spoilage” by way of 
rejected truths, forgotten discoveries, etc., 
that society simply cannot afford. 

It would appear that an important per- 
centage of discoverers and an even greater 
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percentage of their critics do not under- 
stand or discharge fully their individual and 
mutual obligations. Clinical investigation is 
a moody business and the fluctuant moods 
can be stressful. The law of averages brings 
to an investigator the labors and fatigues of 
failure, of successful discovery, of work in 
progress, and of work on dead-center. It is 
not easy to keep a sense of balance and of 
objectivity even when only one project is 
being tended. Investigators and writers will 
note that the perverse instinct to kill off 
one’s own litter is not confined to the ani- 
mal kingdom. If the discoverer’s sense of 
responsibility toward his creations were 
more even through the whole developmental 
cycle of each, and if he were determined to 
gain the favorable attention of more and 
more of the diversified elements of his audi- 
ence, he would increase the output and du- 
rability of his discoveries. 

Now what is the fundamental purpose 
of all such laboring, of all our planning and 
lecturing and writing and demonstrating 
and sharing and remembering? The heart 
of the matter is not just the stimulated 
mind (for this could produce mere self- 
satisfaction or academic snobbery). The 
end of it is not even the new and stimu- 
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lating truth but the serviceable application 
of the truth. To be useful, medical truth 
must be put to work; it must serve. A 
scientific truth does not, by definition, be- 
come a fact (a noun derived from the verb 
facere—“to do”’) until it is made to operate. 

In the last analysis that can happen only 
when and wherever the informed, dedicated 
physician and a single patient who needs 
him actually meet. It is in this place, a 
sickroom, of whatever kind it may be, where 
the truthful dreaming of the theorist, the 
demonstrations of the experimentalist, the 
magic of the chemist, the guidance of the 
laboratory, and the wisdom of the practi- 
tioner finally come together for their critical 
testing. Only in the sickroom can these 
separate forces demonstrate their basic 
truthfulness and ultimate usefulness; only 
here can they unite to fulfill their destiny 
of healing. 

Alone here in such a room the physician 
must practice both his art and his science. 
And if his prescription is fashioned well by 
head and heart he will well and truly repre- 
sent Medicine which, above all other arts 
and skills, seeks to preserve and restore the 
creative capacity of man. 
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ARTERIAL HYPERTENSION 
A REVIEW OF THE RECENT 
ADVANCES IN EVALUATION 


by 
Davin J. REINHARDT, III, M.D. 
Wilmington, Delaware 


The complications of arterial hyperten- 
sion have been known for centuries, but the 
disease itself has been recognized as such 
only for the past half century. 

HisTorRICAL BACKGROUND 

Richard Bright' in 1836 gave the first 
lead toward the understanding of elevated 
arterial pressure in his paper summarizing 
the observations of 100 patients with al- 
buminuria. In discussing the cardiac hyper- 
trophy noted in 52 of these cases, he com- 
mented on the fact that 22 had no valvular 
or aortic disease to account for the hyper- 
trophy affecting mainly the left ventricle. 
He hypothesized that either the “altered 
blood” had a direct toxic action on the 
heart, or the effect was on the arterioles 
necessitating “greater action” by the heart 
to force the blood through the vascular 
system. 

In 1872 Gull and Sutton’ studied Bright’s 
disease and came to the conclusion that 
the primary focus of activity took place in 
the arterioles and capillaries and that the 
contracted kidney and hypertrophied heart 
were secondary changes. Mahomed* carried 
this view further by noting in 1879 that 
the blood pressure frequently was elevated 
prior to the development of cardiovascular 
or renal changes. He further noted that the 
demise occurred more often from cerebro- 
vascular accident and cardiac decompensa- 
tion than from renal failure. 

Allbutt* in 1915 reaffirmed Mahomed’s 
description of the disease and affixed the 
name “Hyperpiesis.” This term was not 
widely used. Instead that used by Frank’ 
in 1911, “Essentielle Hypertonie,” was con- 
verted to English usage as “Essential Hy- 
pertension.”’ 

To this knowledge of the condition of es- 
sential hypertension little has been added 
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over the past 41 years. The features men- 
tioned by the early great thinkers of a 
positive family history, elevated blood pres- 
sure being present prior to the develop- 
ment of organic vascular and renal changes, 
and the major types of demise, are still 
much the same. The advances today are 
taking place primarily in palliative therapy 
by the use of drugs and surgery, with little 
of value being contributed concerning the 
etiology of the condition. More light is be- 
ing shed on some of the diseases which 
mimic essential hypertension and_ these 
newer developments are better enabling us 
to classify and eradicate the etiologic focus 
of hypertension in these cases. 
PHEOCHROMOCYTOMA 

The chromaffin tumor or pheochromocy- 
toma has long been a fascinating disease. 
Fortunately or unfortunately, it is rare, 
being seen clinically with an instance vary- 
ing in different studies from 1 in 200 to 1 
in 3000 patients with arterial hypertension. 
The course and symptoms of the disease 
vary from a classical picture of paroxysmal 
attacks of apprehension, pallor, headache, 
chest or abdominal pain, palpitations, and 
a moderate to marked increase in blood 
pressure, to an asymptomatic picture of 
merely a sustained elevated blood pressure. 
This latter picture, which is said to occur 
in approximately 50% of the cases with 
pheochromocytoma, is responsible for much 
anxiety on the part of the physician. Ad- 
renergic blocking agents have been widely 
used for diagnosis of this condition. Two 
drugs of this type are available. Benzodi- 
oxane was the first to appear and is still 
used. The drawbacks of this drug are many. 
Frequently a marked rise in pressure is 
noted in essential hypertension and occa- 
sionally this is associated with a sense of 
substernal oppression suggestive of coronary 
insufficiency. False negatives and false 
positives do occur. Regitine is now used 
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more widely and seldom gives the rise in 
pressure as does Benzodioxane. Still, false 
positives occur as one might expect with a 
drug which is basically an adrenergic block- 
ing agent and thus in its own right a hy- 
potensive agent. Patients manifesting high 
lood pressure with a large neurogenic ele- 
ment almost invariably have a positive re- 
sponse after the first dose of 5 mgm. of 
Regitine. I have had the misfortune of 
seeing a patient die post-operatively who 
was being operated on with the preoperative 
diagnosis of pheochromocytoma based upon 
the positive Regitine test. Also on her chart 
was a marked response to 1 mgm. of hex- 
amethonium, which of course, gave the 
diagnosis of hypertension with a major 
neurogenic element. She did not have a 
pheochromocytoma. 


In 1954 the urine assay of catechol 
amines, breakdown products of epinephrine 
and non-epinephrine, was described in a 
form which was suitable for the average 
hospital laboratory. This was a major ad- 
vance in detection of pheochromocytoma. 
It was advised by Goldenberg* following 
adequate preliminary evaluation of the two 
most suitable procedures, that all hyper- 
tensive patients have the rapid screening 
method originally described by Lund’ in 
1949. As occasionally there are false posi- 
tives with essential hypertensive patients 
when using the rapid method, all positive 
results should have the longer photofluoro- 
metry method performed for confirmation. 
This latter test gave no false positives with 
a minimum reading for 16 pheochromocy- 
toma patients of 138 units compared to a 
maximum level of 44 units for a large group 
of patients whose blood pressure was ele- 
vated from other causes. The wide use of 
these studies since 1954 has further sub- 
stantiated these figures. The advantages of 
this diagnostic procedure are obvious and 
are as nearly specific as possible in the field 
of medicine. 

As an added feature of interest in this 
condition, it is worth mentioning the work 
recently reported by Leiser and Corcoran.* 
They have described the changes which 
take place in the urine flow following the 
intravenous administration of Benzodi- 
oxane. A marked reduction of urine volume 
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was noted to occur uniformly in seven pa- 
tients with pheochromocytoma. Controls 
consisted of 32 essential hypertensive pa- 
tients and 3 normotensive patients who 
showed no change in urine composition or 
volume following administration of the 
drug. It is proposed that this is an im- 
portant confirmatory test prior to opera- 
tion for pheochromocytoma. This prelim- 
inary report is convincing and certainly 
worthy of trial in a suspected case. 
ABNORMAL RENAL CONDITIONS 

Another fertile field of hypertension has 
been in renal disease. No great strides have 
been revealed in the management or under- 
standing of bilateral renal disease other 
than the recent work of Kark’ in the field 
of renal biopsy. He has been, by his study 
and refinement of this procedure, uncom- 
monly successful by obtaining kidney tissue 
in over 90% of his attempts. From the 
standpoint of hypertension, one practical 
aspect of his work has been the elucidation 
of the condition of bacterial interstitial 
nephritis which apparently occurs with 
negative urine cultures and the absence of 
white cells or albumin in the urine. Hy- 
pertension of this sort can be completely 
relieved by administration of antibiotics, 
providing of course that permanent struc- 
tural damage has not occurred. 

Renal biopsy is apparently a safe pro- 
cedure, and well over 1000 biopsies have 
been done by the Kark method in the past 
three years without a fatality so far re- 
ported. In the near future it appears that 
it will be practicable to do renal biopsies 
on every case of severe progressive and 
malignant hypertension in a last effort to 
uncover a definite etiologic diagnosis. Renal 
biopsy, of course, should be undertaken 
only by one experienced in the procedure, 
and certainly every hospital should have 
this service available. 


Unilateral renal disease goes through 
waves of popularity and disinterest as a 
hypertension topic. This is due to variable 
results following removal of diseased kid- 
neys. Many investigators feel that a good 
response will occur only when the hyperten- 
sion is of recent origin. It appears that de- 
velopment of hypertension secondary to 
unilateral kidney disease or damage is like 
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pushing the starter of a gasoline motor. 
If one takes his foot off the starter early 
enough before the engine has caught, the 
motor will not continue to turn over. Early 
removal of the kidney following develop- 
ment of hypertension seems to be analogous. 
Poutosse’’ recently stated that for a suc- 
cessful operation one must have proven the 
pathology, have evidence of recent onset, 
and evidence of a rapid progression of the 
hypertension state. These are a reason- 
ably well accepted criteria, and I believe 
sound. He presented a small series of cases 
of occlusion of the main renal artery, or a 
branch thereof, and emphasized the value 
of aortography. This procedure is now done 
at most hospitals. The two main methods 
used for injecting dye are the insertion of a 
catheter in the femoral artery or direct 
translumbar aortic puncture. The latter is 
simpler and is done more widely. 

Howard'' has described an interesting 
method of determining which kidney is in- 
volved in cases where unilateral disease is 
suspected but the location is unknown. He 
reported four patients with recent onset of 
severe progressive hypertension who had 
normal intravenous urograms and retro- 
grade pyelograms. Two of them had had 
an attack of abdominal pain preceding the 
hypertension which was diagnosed as ap- 
pendicitis. He found that the afflicted kid- 
ney, although having dye excretion equal 
to the normal side, had a reduction of water 
excretion by more than 50%; and that the 
sodium content of the urine excreted was 
90% less than the concentration of the 
urine from the opposite normal kidney. 
These cases showed a uniform reduction of 
the blood pressure to normal following 
nephrectomy and filled the already men- 
tioned criteria for a successful operation. 
This is a most interesting observation and 
should be of definite value, providing more 
confirmatory reports are published. 


TOXEMIA OF PREGNANCY 


One field of hypertensive disease which 
has been long neglected is toxemia of preg- 
nancy. Finnerty’? has started and is pro- 
ducing a monumental study on this sub- 
ject. Working in conjunction with the pre- 
natal clinic his group has screened more 
than 1000 patients who were presented with 
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the so-called “classic triad’’ of toxemia; 
namely, hypertension, albuminuria and 
edema. Many studies were done on this 
group but he found that by using the 
Funduscopic evaluation and urinalysis, this 
heterogolous group could be readily divided 
into specific diagnostic categories. The ob- 
servation of a retinal sheen which is present 
in true toxemia and glomerular nephritis 
was the keystone of the work. This sheen 
is a wet glistening appearance present over 
the entire retina and is more marked than 
that usually noted in young adults and 
children. 

In patients presenting this triad it was 
pointed out that retinal sheen coupled with 
normal arteries and only albuminuria was 
diagnostic of toxemia. If hematuria was 
present with the above, then the diagnosis 
was glomerular nephritis. If hypertensive 
vascular changes were present in the retina 
without the sheen, then the diagnosis was 
essential hypertension. If the sheen was 
added to this, the toxemia was superim- 
posed upon chronic hypertension. If the 
fundi were normal and albuminuria was 
present, the diagnosis of pyelonephritis was 
made and confirmed by the finding of 
leukocytes or “glitter cells’ in the urine. 
The “glitter cells” originally described by 
Sternheimer and Malbin'* are leukocytes 
which actually seem to shine or glitter when 
stained with a supra-vital stain. These cells 
are only present in the urine when infection 
exists in the kidney parenchyma itself. 

A breakdown by Finnerty of these pa- 
tients tentatively classed as toxemia by the 
earlier mentioned method revealed the fol- 
lowing: 

Hypertensive vascular disease 666 

Hypertensive vascular disease plus 

toxemia 90 

Postpartum hypertension 72 

Pure toxemia 154 

Pyelonephritis 56 

Edema without disease 8 

Unrelated cardiac or renal disease 6 


It is evident from the breakdown of di- 
agnoses what a valuable contribution this 
is. Whereas 1081 patients were originally 
classified as having toxemia, only 15% of 
the group actually fell into this category. 
Differentiation of this group gave a better 
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chance for active treatment where possible, 
as with pyelonephritis, and more sense of 
security for the later part of the pregnancy 
where the diagnosis was essential hyper- 
tension. Intensive close observation with 
the security of knowing more definitely 
which patients were liable to develop acute 
disease around the time of delivery is of 
great value to the obstetrician managing 
the case. Finnerty deserves much credit 
for a new and valuable contribution to the 
field of hypertension in pregnancy. 


EssENTIAL HYPERTENSION 

In evaluating the patient with essential 
hypertension, the major realm of contribu- 
tion has been a more thorough comprehen- 
sion of the natural course of the disease 
and a further understanding of the several 
tests which have been used for the past 
decade or so. When one attempts to eval- 
uate a patient with an elevated blood pres- 
sure, he aims for two objectives. One is 
qualitative in which an effort is made to 
establish a definite diagnosis. The other 
objective is a quantitative one and in this 
instance an estimate and prognosis is the 
goal. It is imperative, of course, that these 
objectives be fully evaluated prior to ad- 
vising a course of therapy. Only when 
dealing with a patient in the malignant 
phase or manifesting an acute encephalo- 
pathy is one warranted in treating first, 
then studying the patient. The new de- 
velopments concerning the qualitative eval- 
uation of the hypertensive patient have 
been discussed earlier in this paper. 

If the patient is placed in that large 
category which we call “essential hyper- 
tension,” it is of importance to determine 
the condition of the blood vessels, heart 
and kidneys. Keith, Wagener and Barker" 
in 1938 made the great step of correlating 
the changes in the retina with the stage and 
course of the disease. With the exception 
of Finnerty’s contribution, nothing new has 
been added. It is still the single most use- 
ful procedure in the evaluation. In my 
estimation the funduscopic classification as 
it now stands could be improved only by a 
further breakdown of the grade II category. 
This is that stage in which the arterioles 
are narrowed, attenuated and show com- 
pression of the veins at the crossing points. 
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In a series of 100 patients'’ with varying 
degrees of hypertensive disease, 54 were 
classed as grade II by this system. This 
suggests that this group is unfairly weight- 
ed and tends to give the assurance to the 
observer that a prolonged, relatively safe 
course lies ahead for the patient. There 
are many patients of this sort who actually 
lead a shorter course than the grade II 
classification would indicate. It has been 
my experience that two findings are im- 
portant in this grade which tend t_indi- 
cate a more severe progression of the dis- 
ease. First, the degree of compression can 
be divided into three phases, which shall 
be called minimal, moderate and maximal. 
Minimal compression is evidenced by only 
a reduction of calibre of the vein as the 
artery crosses it. Moderate compression is 
present when the vein is actually obliter- 
ated for a short space on either side of the 
artery but the bed of the vein is not dis- 
turbed. Maximal compression shows a com- 
plete obliteration of the vein with a dis- 
placement of its course at the crossing 
point. 

The second finding of importance is the 
presence of irregularities along the course 
of the arteriole. This was called “spasm” 
by Keith and Wagener but pathologically 
this change has been shown to be irregular 
areas of vessel wall hypertrophy. Spasm is 
seen with hypertension but usually only in 
pre-eclampsia and rarely in rapidly ac- 
celerated malignant hypertension. The pa- 
tients with grade II retinopathy who have 
these irregularities usually are those show- 
ing more rapid progression of the disease. 
I do not have enough statistics available 
to propose a subclassification as yet but 
mention it as a strong clinical impression 
rather than an established fact. 


To continue with our evaluation of the 
status of an essential hypertensive patient, 
it only need be mentioned that electro- 
cardiograms and roentgen ray examinations 
for heart enlargement are mandatory in all 
cases. The status of the ballistocardiogram 
is still unclear in this condition so that little 
can be said concerning its use from the 
standpoint of severity or prognosis. 

It is important to know the renal status 
as it is a major prognostic indicator. Al- 
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buminuria in the absence of congestive 
heart failure is an indication of undue stress 
probably at the glomerular level. It has 
been my feeling that albuminuria is like a 
cry for help. In most cases it disappears 
rapidly with reduction of the pressure. It 
is tempting to think of a test group of pa- 
tients in which hypotensive therapy was 
aimed only at keeping the urine protein 
free without reference to the sphygmoman- 
ometer. It would indeed be an interesting 
series. 


Further study of the kidney gives a bet- 
ter idea as to the competency of the various 
functional units of the nephron. The blood 
urea nitrogen level is a rough evaluation of 
glomerular function. A urea clearance test 
is more specific from the standpoint of add- 
ed information and possible prognosis. 
Tubular function is easily evaluated by any 
of the standard concentration tests provid- 
ing care from the standpoint of patient in- 
struction is taken. A simple test where the 
patient need not be counted upon is the 
phenolsulphonphthalein excretion test but 
abnormal values must be confirmed by a 
second test to be valid. 


One must realize that each of these tests 
supposedly measures only a part of the 
nephron and that tubular as well as glomer- 
ular function must be known. We are in- 
verested in total kidney function. 


An observation of some interest'> which 
was noted when reviewing a large number 
of charts of patients who had been followed 
for many years was that a rough relation- 
ship exists between tubular function and 
glomerular function in the course of essen- 
tial hypertension. In these cases it was 
noted that the concentration power and 
phenolsulphonphthalein dye excretion be- 
gan to fall long before the urea clearance 
was reduced or the blood urea nitrogen 
became elevated. The tubule is therefore 
apparently more sensitive to gradually in- 
creasing arterial pressure damage than the 
glomerulus with the exception of the pre- 
viously mentioned seepage of albumin in 
the more acute elevations of pressure. These 
findings are not specific enough to use as a 
definite yardstick but are of some value 
when dealing with an individual patient. 
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Another field of testing in these patients 
is that of vascular reactivity. Two tests 
widely used are the cold pressor test and 
the sodium amytal test. 


Hines and Brown" described the cold 
pressor test originally in 1933. The chief 
value of this test was in predicting with 
some accuracy which persons would be like- 
ly to develop hypertension at a later date. 
They performed this test on a series of 1015 
patients who had normal blood pressure 
and of this group classified 156 as hyper- 
reactors. Six years later the group was 
again examined'’ and 36% of the hyper- 
reactors had developed hypertension as op- 
posed to none in the group of normal re- 
actors. They also correlated the response 
of the patient with the funduscopic changes 
(Keith, Barker and Wagener classification ) 
and found that those in grade II gave the 
greatest response. This they felt indicated 
that grades III and IV probably had maxi- 
mal vasoconstriction already so that the 
added neurogenic stimulus could not be 
manifested. 


The sodium amytal test is about as non- 
specific a test as can be imagined. The 
amytal acts on the cerebral cortex, the 
hypothalamus, and directly on the vessel 
wall itself. The results tell only one thing 
and that is how low the blood pressure 
will fall with intoxicating doses of amytal. 
There is no correlation of how that same 
patient will react to the various types of 
hypotensive medications. This test has 
been used in the past to indicate the de- 
gree of lability of the blood pressure with 
the false supposition that marked lability 
means the blood pressure elevation is less 
serious and will respond to (a) diet, (b) 
sympathectomy or (c) bed rest. The ma- 
jority of the patients that give evidence of 
lability are found to disappoint the prac- 
titioner when he expects a good result with 
any of the above. The most specific thing 
which this test shows is, I repeat myself, 
what the blood pressure will do when the 
patient is intoxicated with amytal. Since 
very potent anti-hypertensive agents are 
available and give moderately safe, effective 
control in a large percentage of hyperten- 
sive patients, I believe there is little to gain 
from this test. 
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The course of essential hypertension is 
becoming more thoroughly understood as 
time passes and one of the most valuable 
contributions has been the work of Bech- 
gaard'* from Denmark. He has followed a 
group of 1000 patients with a minimum 
blood pressure of 160/100 mm for 16 to 
22 years. 81% were 40 to 69 years of age 
at the onset of the study. 357 patients were 
still alive at the end of the period averaging 
19 years. The original group was composed 
of 30% men and 70% women. 18% of the 
males and 45% of the females remained 
alive at the end of the study with one-third 
of the females being past 70 years of age. 


A group of 63 patients who are over 76 
years of age were broken down as to their 
initial blood pressure readings. Of the 12 
males all had systolic pressures under 200 
mm and 10 of the 12 had diastolic pressures 
below 110 mm. In the female group of 51 
patients, 33 were under 200 mm and 18 
were above. The female diastolic distribu- 
tion showed 20 below 110 mm and 31 had 
initial diastolic pressures higher than 110 
mm, an average of 19 years earlier. Only 
four patients in the group of 1000 received 
any specific therapy so that this can be 
considered as an untreated control study. 
Of this whole group, only 13 changed into 
the malignant phase during the first 10 
years and none during the latter half of the 
study. 


This collection of random cases and in- 
tensive follow-up over a 22 year period is 
one of the most valuable pieces of work 
shedding knowledge on the natural course 
of essential hypertension. Among the many 
lessons suggested by this study are the 
following: (1) the incidence of change to 
the malignant phase is so low that when 
confronted with this condition, it is more 
likely to be of a different etiology than 
essential hypertension. Therefore, inten- 
sive qualitative study is imperative. (2) 
Mild to moderate essential hypertension is 
probably better not actively treated but 
should be observed only. Treatment should 
be reserved for those patients showing a 
tendency toward progression or with a high 
diastolic pressure coupled with signs of de- 
terioration of the cardiovascular system. 
(3) Males seem to tolerate the disease poor- 
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ly and probably should have more active 
treatment. 

There are several other points worthy 
of mention in discussing the course of es- 
sential hypertension. The level of the blood 
pressure in any particular patient is not 
particularly important. The factor which 
is important is the ability of the individual 
cardiovascular system to carry the load. 
This varies from person to person just as 
do other physical and mental character- 
istics. Because of this, one may see a malig- 
nant hypertensive patient with a diastolic 
pressure of 100 to 110. At the other ex- 
treme, one may see a diastolic reading of 
140 to 150 being carried for years without 
retinopathy or cardio renal deterioration. 
Another factor of equal importance is the 
rate of change of the pressure. This is seen 
occasionally when a chronic hypertensive 
patient of mild severity comes under stress 
which causes an elevation of pressure. This 
is followed by a more reactive vascular 
system with a higher continued pressure 
until the patient develops the picture of en- 
cephalopathy with or without a continuing 
malignant phase. If the cycle is broken and 
the stimuli are decreased, the patient may 
live a normal life until such external stimuli 
again begin. It is felt that this is compar- 
able to the situation already discussed con- 
cerning the success of nephrectomy with 
a diseased kidney. The longer the sudden 
elevation of pressure remains the poorer 
are the chances of returning it to its pre- 
vious state. 


CONCLUSION 


The evaluation of arterial hypertension 
has been discussed from its early descrip- 
tions in the 19th century to some of the 
more recent notes by our present day work- 
ers. Worthwhile advances of a minor na- 
ture have been made in differentiating a 
few specific and curable causes. However 
the great mass of essential hypertensive 
patients can be evaluated only from the 
standpoint of progression of disease and 
from this evaluation the decision to use 
energetic therapy must be made. 
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MANAGEMENT OF THE PATIENT 
WITH ESSENTIAL HYPERTENSION 


ALFRED M. SELLERS, M.D. 
Philadelphia, Pa. 
from 
THE Epwarp B. RoBINETTE FOUNDATION 
MEDICAL CLINIC AND THE SURGICAL SERVICE 
of the 
HOSPITAL OF THE UNIVERSITY OF PENNSYLVANIA 
Philadelphia 


During the past five years there have 
been important changes in the manage- 
ment of arterial hypertension. Whereas 
previously there were no effective agents 
for dealing with severe elevations of pres- 
sure, it is now possible to select from a 
number of anti-hypertensive agents of vary- 


ing potencies. The effectiveness of any anti- . 


hypertensive regimen is evidenced not only 
by the achievement of a sustained lowering 
of the blood pressure, but also by its abil- 
ity to prevent the serious and fatal compli- 
cations of hypertensive cardiovascular dis- 
ease. 
EVALUATION OF THE PATIENT 

Etiologic Features: 

In the process of planning an anti-hyper- 
tensive regimen for a patient, certain ques- 
tions must be answered concerning the pa- 
tient and his disease. Although the ma- 
jority of patients may fit into the category 
of “essential” hypertension, the physician 
must search for specific etiologic factors. 
Certainly no patient should be treated 
empirically without first taking steps to 
rule out the presence of coarctation of the 
aorta, Cushing’s disease, pheochromocy- 
toma, or unilateral renal disease which 
might be corrected surgically with cure of 
the hypertension. Polycystic renal disease 
and glomerulonephritis occasionally may be 
found in association with hypertension, but 
unfortunately their treatment does not 
often result in relief of hypertension.’ 
Clinical Approach: 

One cannot overemphasize the impor- 
tance of the initial interview and examina- 
tion in establishing rapport with the pa- 
tient. At this time the examiner can make 
a tentative evaluation of the patient’s in- 
telligence and emotional maturity, factors 


which should be weighed before embarking 

on a therapeutic program. 

In addition to the history and physical 
examination, a few laboratory studies may 
be helpful in evaluating the severity of the 
hypertensive disease and the extent of vas- 
cular damage. We routinely perform elec- 
trocardiography, orthodiagraphy, fundus- 
copy, urinalyses, intravenous phenosulfon- 
phthalein excretion tests, blood urea nitro- 
gen and urography. It is emphasized that 
all of the above except intravenous uro- 
graphy can be performed as office proced- 
ures. In addition, we have found it helpful 
to do a simple postural test. 

Technique of postural test: 

1. Have patient lie flat with one small 
pillow for 10 minutes in a comfortably 
warm, quiet room. 

2. At the end of this period take blood 
pressure and pulse rate at intervals of 
1 minute for 2 readings. Count pulse 
for 10 seconds x 6. Measure blood 
pressure to the nearest multiple of 5. 

3. Have patient rise quietly and stand re- 
laxed at the side of his bed. 

4. Record blood pressure and pulse rate. 
(a) Immediately after standing. 

(b) After 1, 2 and 3 minutes of quiet 
standing. 

This not only will indicate the severity 
of the hypertension and detect the occa- 
sional patient with spontaneous postural 
hypotension, but also will aid in evaluating 
the effectiveness of anti-hypertensive drugs, 
particularly ganglionic blocking agents, or 
the result of operations for hypertension. 

SPECTRUM OF TREATMENT 

Mild and Moderate Hypertension: 

In the management of the patient with 
mild, labile hypertension, certain basic 
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measures such as sedation (including re- 
serpine), rest, improved work habits, and 
weight reduction in the obese still have 
basic value. Foods high in salt content 
should be avoided, and salt should not be 
added at the table. In the presence of 
fluid retention more dramatic restriction of 
salt is advised. This may be achieved by a 
500 mgm. sodium diet or by the rice diet. 


Severe Hypertension: 


For the patient with severe hypertension, 
particularly if there is evidence of progres- 
sive vascular damage, one is obliged to add 
to the regimen above the use of depressor 
drugs which have the specific effect of low- 
ering the blood pressure. Here a knowledge 
of drug action, side effects, toxicity, com- 
parative potency and contraindications is 
not only helpful, but is obligatory. It is 
our impression that, although these drugs 
are useful in expert hands, they are cur- 
rently being used to excess and sometimes 
unnecessarily. 

The patient with only moderate hyper- 
tension can often be managed adequately 
with less potent agents such as rauwolfia or 
veratrum. For the severely hypertensive pa- 
tient Apresoline and the ganglionic block- 
ing agents stand out as the “big guns” of 
the therapeutic armamentarium. 

It becomes helpful to classify these 
agents into three groups according to their 
site of action. 


CENTRALLY GANGLIONIC 
BLOCKING 
Veratrum 

Protoveratrine 
Apresoline 

Dibenzyline rpine 


Inversine 


ADRENERGIC BLOCKING DruGs 
Regitine: 

Among the adrenergic blocking drugs, 
Regitine is used primarily for the diagnosis 
of the adrenal medullary tumor, pheochro- 
mocytoma.’ This test is performed only if 
the systolic blood pressure is 170 mm. Hg. 
or more, in order to secure a sharp “end 
point.” A dose of 5 mgm. is given intra- 
venously and the blood pressure must fall 
at least 35 mm. systolic and 25 mm. dias- 
tolic to be considered significant. Prior 
sedation and azotemia may give falsely posi- 
tive results. In our experience the dis- 
covery of a pheochromocytoma has been 
aided more by a history of paroxysmal hy- 
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pertensive episodes than by a specific de- 
gree of fall in systolic and diastolic pres- 
sure during the Regitine test. The hista- 
mine provocative test is used in place of the 
Regitine test when the systolic blood pres- 
sure is below 170-mm. Hg. We prefer Regi- 
tine as the initial agent to be used as a 
screening test for pheochromocytoma be- 
cause of the occasionally alarming pressor 
response which has been seen following the 
use of benzodioxane. 


Dibenzyline: 

Like other adrenergic blocking drugs, 
Dibenzyline blocks sympathetic impulses 
travelling to the blood vessels at the peri- 
pheral effector site. Unfortunately its long- 
term use has been limited by its produc- 
tion of severe postural hypotension, tachy- 
cardia, and nasal stuffiness. 


CENTRALLY BLOCKING Drucs 
Veratrum: 

The veratrum drugs have both a hypo- 
tensive and a cardiac slowing effect; the lat- 
ter may be reversed by atropine sulfate 0.6 
mgm. without diminishing the hypotensive 
action. The starting dose is one tablet of 
Veriloid, Vergitryl, or Veratrite four times 
daily, increasing the dose by one tablet 
daily each week until an effective dose is 
reached. The usefulness of veratrum is 
limited because the therapeutic dose is al- 
most equal to the dose which produces side 
effects of nausea, vomiting, and salivation. 
Protoveratrine: 

The preparation of a mixture of pure 
crystalline protoveratrine A and B from 
veratrum album has resulted in a drug of 
greater potency, but it, too, is limited by 
a narrow toxic to therapeutic ration. Ver- 
alba and Provell Maleate are given in a 
dose of 0.2 mgm. four times daily; each 
week thereafter the dose is increased by 
0.2 mgm. four times daily to an average 
maintenance of 0.6 to 1.0 mgm. four times 
daily. In the patient receiving digitalis, 
bradycardia or cardiac arrhythmia may oc- 
cur. The latter may result particularly 
after large intravenous doses of veratrum 
and can usually be abolished by atropine. 


Apresoline: 
In addition to being a central sympathet- 
ic antagonist, Apresoline is said also to have 
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an adrenergic blocking effect and antisero- 
tonin action. It increases renal blood flow 
presumably by increasing the cardiac out- 
put and by producing widespread vasodila- 
tation.” In patients with coronary artery 
disease, angina may occur or be aggravated 
by the use of Apresoline, and congestive 
failure may be accentuated. These side 
effects of Apresoline have been attributed 
to the tachycardia, increase in cardiac out- 
put, and lowering of aortic perfusion pres- 
sure produced by the drug. 


For the first week of treatment a dose of 
10 mgm. four times daily is recommended 
in order to lessen the initial annoying side 
effects, namely headache, nausea, tachy- 
cardia, palpitation and nasal congestion. 
The dose is then increased each week by 
increments of 25 mgm. four times a day up 
to a dose not exceeding 100 mgm. four 
times daily. 

Occasional patients receiving large doses 
of Apresoline (over 400 mgm. daily) for 
periods of one year or more, have developed 
a syndrome characterized by arthralgia, 
or arthritis, and a clinical picture of dis- 
seminated lupus erythematosus. Since us- 
ing Apresoline in a dose not exceeding 300 
mgm. daily in combination with reserpine, 
we have not encountered this symptom 
complex. 


Rauwolfia serpentina and reserpine: 

In the short interval since Wilkins intro- 
duced Rauwolfia serpentina in this country, 
it has become the most widespread agent 
for the treatment of hypertension.‘ Acting 
presumably at the hypothalmic level, it has 
both sedative and vasodepressor effects. The 
alkaloid reserpine is thought to be the 
active principle and has largely supplanted 
use of the whole root. Because of its mild 
effect it is recommended in the treatment 
of labile hypertension, in a dose not to ex- 
ceed 0.25 mgm. twice daily. The onset of 
lowered blood pressure does not occur for 
from 4 to 7 days. The maximum effect ap- 
pears after 3 to 4 weeks. More severe 
hypertension can sometimes be controlled 
by starting reserpine in a priming dose of 
1 mgm. four times daily, decreasing this 
dose gradually over a one week period of 
time to a maintenance level of 0.25 mgm. 
twice daily. Use of the intravenous route 
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for patients with disatolic pressures of 140 
mm. Hg. or over is discussed under the 
section on management of hypertensive 
crisis. 

Side effects most frequently encountered 
with reserpine are nasal congestion and 
drowsiness; less frequently patients may 
complain of a lack of initiative or a feeling 
of listlessness or apathy. Weight gain may 
be a problem in the obese patient, and an 
occasional patient may actually retain fluid. 
Depression is a side effect of major im- 
portance, but is fortunately of minor fre- 
quency. It seems to occur more often in 
patients receiving doses of reserpine greater 
than 1 mgm. daily over a long period of 
time. The sinus bradycardia produced by 
reserpine is often beneficial for the patient 
with labile hypertension bothered by tachy- 
cardia and palpitation. The bradycardic 
effect may be increased in the patient 
receiving digitalis. 

Reserpine combined with other drugs: 

Probably the greatest usefulness of reser- 
pine is found when given in combination 
with the more potent depressor drugs. It 
not only may act additively to potentiate 
their hypotensive effect, but also may per- 
mit these more dangerous agents to be used 
in a smaller dose. The laxative effect of 
reserpine may lessen the constipating effect 
of the ganglionic blocking drugs. Similarly, 
the cardiac slowing by reserpine may de- 
crease the annoying tachycardia produced 
by Apresoline. 

GANGLIONIC BLOCKING Drucs 

There are four main autonomic gan- 
glionic blocking drugs to be considered: 
hexamethonium, Ansolysen, Ecolid and 
Inversine. These are probably the most 
potent and potentially most dangerous 
anti-hypertensive agents now available. 
Hexamethonium: 

The earliest of these agents to be de- 
veloped, hexamethonium is absorbed er- 
ratically from the gastrointestinal tract 
when given by the «ral route, thus making 
parenteral administration preferable in 
many instances. In the hospitalized patient 
a test dose is given intravenously with the 
patient sitting; thus allowing one to ob- 
serve a full pharmacological effect by the 
appearance of postural hypotension. As a 
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rule of thumb the effective intravenous dose 
may then be doubled and given subcutane- 
ously or intramuscularly on a four to six 
hour schedule. The precaution should be 
taken to have the blood pressure checked 
with the patient standing, omitting the 
next dose of the drug if the blood pressure 
is below 180/100 mm. Hg. 


Ansolysen and Ecolid: 

The hope that Ansolysen would produce 
a more predictable hypotensive effect than 
hexamethonium has not yet been borne out 
by our clinical trials. Likewise, Ecolid seems 
to offer little advantage except, perhaps, by 
a longer duration of action (up to 8 to 12 
hours). 


Inversine: 

Because of its uniform absorption when 
administered by the oral route, Inversine 
appears to permit greater dose-effect pre- 
dictability in the individual patient. All of 
these agents in full dosage produce the side 
effects of autonomic ganglionic blockade, 
including constipation, which may progress 
to paralytic ileus, impairment of visual ac- 
commodation, sexual impotence, a dry 
mouth, and orthostatic hypotension which 
may result in peripheral circulatory collapse. 

With all except Inversine, constipation 
may cause accumulation of the drug, thus 
giving rise to sudden hypotension. Laxatives 
usually are necessary. Patients are in- 
structed to stop the ganglion blocking drug 
and to notify their doctors if a bowel move- 
ment does not occur each day. Prostigmine, 
15 mgm. by mouth on arising, is usually 
helpful when laxatives do not produce the 
desired effect. Pilocarpine, 5 mgm. three 
times daily, may correct the associated 
visual disturbance due to the drug. 

The recommended oral dosage for these 
four ganglionic blocking agents is as follows: 


Starting Dose Maintenance Dose 

Hexamethonium 125 mgm. q.i.d mgm. q.i.d 
Ansol 20 mgm. t.i.d 100-200 mgm. t.i.d 
id 25 mgm. b.i.d. 50-100 mgm. b.i.d 
Inversine 2.5 mgm. q.i.d. 2.5-5.0 mgm. q.i.d. 


It should be restated that because of their 
potency and side effects, these agents are 
dangerous. There is considerable individual 
variability in dose so that their effective 
use requires meticulous medical supervision. 
Ganglionic blocking drugs should be avoided 
if there has been a recent cerebrovascular 


accident, myocardial infarction, or azotemia. 
Prostatic hypertrophy and pyloric stenosis 
constitute special contraindications because 
of the danger of aggravating existing ob- 
struction in these regions. 

HYPERTENSIVE CRISIS OR ENCEPHALOPATHY 

The most acute form of hypertension 
necessitating immediate emergency treat- 
ment has been termed hypertensive crisis or 
encephalopathy. Patients may have diastolic 
pressures of 140 mm. Hg. or greater, papil- 
ledema and signs of impaired cerebral func- 
tion or even localizing neurological signs. 
Great caution should be used in the em- 
ployment of anti-hypertensive drugs, since 
too precipitous a fall in blood pressure may 
be harmful to the patient by reducing the 
blood flow to vital organs. In the presence 
of neurological changes suggestive of a cere- 
brovascular accident, a drug of moderate 
potency is therefore desirable. We have 
found the agent of choice to be Hydergine, 
a dihydrogenated ergot preparation. The 
recommended dose is 0.6 mgm. intramuscu- 
larly every 4 to 6 hours, omitting a doce if 
the systolic blood pressure is lower than 200 
mm. Hg. 

An alternate agent for the treatment of 
hypertensive crisis is reserpine given intra- 
muscularly in a dose of 2.5 to 5 mgm. The 
gradual reduction of blood pressure which 
this drug produces over a period of 2 to 4 
hours offers a margin of safety possibly by 
permitting the cerebral circulation to ad- 
just better to the lowered perfusion pres- 
sure. Though less satisfactory, Veriloid 
may be given intramuscularly in a dose of 
1 mgm. every 4 to 6 hours. 

The use of intravenous hexamethonium 
has been discussed previously. In our experi- 
ence this presents so many hazards that it 
should be reserved for the patient who is 
refractory to other anti-hypertensive drugs. 


SURGICAL TREATMENT OF HYPERTENSION 

It is important to know when medical 
treatment should be discontinued and sur- 
gical treatment performed. When the 
severely hypertensive patient fails to re- 
spond to highly potent anti-hypertensive 
drugs used at optimal dosage, then surgery 
should be considered. Continuation of an 
ineffective medical program frequently re- 
sults in further vascular damage which will 
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make the patient an unsatisfactory candi- 
date for surgery. 


Contraindications to surgery include (1) 
age beyond 55 years, (2) blood urea nitrogen 
of more than 20 mgm. per cent or phenol- 
sulfonphthalein excretion of less than 15 per 
cent in the first 15 minutes and (3) myo- 
cardial infarction or cerebrovascular acci- 
dent within the past six months. It is un- 
wise to recommend discontinuing medical 
treatment in favor of operation unless a 
skilled and integrated medical-surgical team 
is available. Such a team has been active in 
the Hospital of the University of Pennsyl- 
vania for the evaluation of sympathectomy 
and related operative procedures. 

The failure of thoracolumbar sympa- 
thectomy to produce uniformly a sustained 
improvement in blood pressure and the 
tendency toward relapse of blood pressure 
after one year, have provided a stimulus for 
our exploring the effectiveness of combined 
sympathectomy and adrenalectomy in the 
treatment of severe hypertension.° 


During the past six years we have studied 
the effects of combining total or subtotal 
adrenalectomy with subdiaphragmatic sym- 
pathectomy in 148 patients.° This pro- 
cedure appears to be followed by less post- 
operative morbidity and disability, and gives 
results comparable with the more extensive 
sympathectomy without, as yet, evidence of 
relapse. Thirty-nine per cent of severely 
hypertensive patients subjected to this com- 
bined surgical operation have shown an 
excellent clinical response. In an additional 
16 per cent, the result has been considered 
fair. There has been encouraging improve- 
ment with respect to blood pressure levels, 
heart size and ocular fundi. Relief of con- 
gestive heart failure, angina pectoris, and 
headache has also been gratifying. We have 
encountered no great difficulty in the man- 


agement of adrenal cortical hormone re- 


placement after adrenalectomy; most pa- 
tients requiring 25 to 50 mgm. of cortisone, 
2 mgm. of desoxycorticosterone (DCA) and 
3 to 6 grams of salt daily. Currently we are 
replacing DCA and salt with 9-alpha-fluoro- 
hydrocortisons in a dose of 0.1 mgm. daily. 
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This is a potent mineralo-corticoid with 
respect to salt and water retention. 


SUMMARY 

The management of the hypertensive pa- 
tient has been discussed and stress placed 
on special features relative to selection of 
therapy according to the severity of the 
disease. Emphasis is made on the detection 
of patients with specific forms of hyperten- 
sion at the time of the initial examination. 

Treatment of essential hypertension is 
directed not only toward lowering the blood 
pressure, but also of preventing or halting 
progressive vascular damage to vital organs. 

It is emphasized that the drugs most 
potent in lowering blood pressure are those 
most fraught with dangerous side effects 
and that the mildest drugs are the least 
likely to produce serious toxicity. A good 
working knowledge of the use of these 
agents is necessary for successful manage- 
ment of the patient with hypertension. 

The indications and contraindications 
for surgical treatment of hypertension are 
discussed. Our evidence to date indicates 
that the combination of adrenalectomy with 
subdiaphragmatic sympathectomy offers 
advantages over thoracolumbar sympa- 
thectomy. 
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PANCREATIC MORBIDITY 
REVIEW BASED ON FOUR HUNDRED 
NECROPSIES ON ADULTS 


O. J. Pottak, M.D., Ph.D. 


Pancreatic disease in the adult is not 
readily recognized during life unless it 
manifests itself as fulminating pancreatitis 
or as primary neoplasm. Pathologists en- 
counter pancreatic alterations rather often. 


Protocols of 400 consecutive necropsies 
of persons older than 20 years have been 
analyzed to study the incidence and variety 
of pancreatic disease. 

In 80 of the 400 patients the pancreas 
was found to be diseased either on gross or 
on microscopic inspection. The average 
age of these 80 patients was somewhat 
higher than that of the total group. The 
number of white females was higher and 
that of Negro males lower among the 80 
patients with pancreatic alterations than 
among the total series of 400. 

In 14 patients (3.5% of 400, or 17.5% of 
80) pancreatic disease was the primary 
cause of death. (See Table 2) In one of 
these patients recurrent hemorrhagic-sup- 
purative pancreatitis resulted in fatal peri- 
tonitis. In one instance pancreatic disease 
was indirectly responsible for death: The 
patient died of diabetic necrotizing renal 
papillitis. Of the 65 patients in whom pan- 
creatic disease proved not fatal, 34 died of 
cardiovascular disease, 13 (in addition to 5 
primary pancreatic neoplasms) died of neo- 
plastic disease and 22 died of miscellaneous 
causes. 


TABLE 2 
CAUSES OF DEATH IN 80 PATIENTS 
WITH PANCREATIC DISEASE 
Acute pancreatitis 
Recurrent pancreatitis 
Adenocarcinoma of pancreas 
Adenocarcinoma of prostate 
Adenocarcinoma of sigmoid colon 
Adenocarcinoma of rectum 
Adenocarcinoma of stomach 
Fibrosarcoma of stomach 
. Epidermoid carcinoma of esophagus 
. Epidermoid carcinoma of bronchus 
. Neurosarcoma of mesentery 
. Adenocarcinoma of common duct 
. Adenocarcinoma of gall bladder 
. Cardiac decompensation 
. Pulmonary embolism 
. Multiple visceral infarctions 
. Cerebral hemorrhage 
. Cerebral thrombosis 
. Coronary artery stenosis 
. Myocardial infarction 
. Ruptured abdonimal aortic aneurysm 
Ruptured esophageal varices 
Cirrhosis of liver 
Hepatic coma 
Diabetic acidosis and coma 
Diabetic necrotizing papillitis 
Uremia 
Carbon monoxide poisoning 
Shock due to bullet wound 
Miliary tuberculosis 
Caseous pneumonia 
Bronchopneumonia 
Bacterial meningitis 
Septicemia 
§ Primary cause of death 
* Metastasis to or invasion of pancreas 


Among the 400 patients there were 22 
with diabetes. In 12 of these the exocrine 
and the endocrine portions of the pancreas 
were altered. (See Table 3). In 7 patients 
no definite changes were noted in the islets, 
probably due to the common and crude 
technics and criteria employed by us. Only 
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TABLE I FREQUENCY OF PANCREATIC DISEASE IN AUTOPSY MATERIAL 


TOTAL SERIES 


PANCREATIC MORBID ANATOMY 


SEX & 
COLOR 


No. MIN. AV. 


MAX. AGE 


No MIN. AV. PER CENT 
“MAX. AGE INCIDENCE 


F W 66 17 
FN 53 13 


M W 199 50 
M N 82 20 


21-61-90 
22-50-84 


20-56-89 
21-50-85 


25 20-64-90 30 
15 36-52-65 23 


49 24-65-89 20 
11 21-67-72 11 


TOTAL 400 100 20-55-90 


100 21-60-90 20 


F, Female; M, Male; W, White; N, Negro Percentages rounded 
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3 patients were without alterations in the 
acinar portion of the organ. All three died 
in acidosis. However, a fourth patient who 
died in diabetic coma had hyaline and 
fibrous changes in the acinar portion be- 
sides severe hyalinosis of islets. One “dia- 
betic” patient died of recurrent hemorrhagic 
pancreatitis. Judging from the course and 
degree of his “diabetes” defective carbo- 
hydrate metabolism was more likely due to 
pancreatitis than to true diabetes mellitus. 


TABLE 3 
VaRIOUS FORMS OF PANCREATIC DISEASE 
InN 80 PATIENTS 


Acute hemorrhagic pancreatitis 
Acute hemorrhagic-suppurative 
ncreatitis 
urrent hemorrhagic pancreatitis 
Recurrent hemorrhagic-suppurative 
pancreatitis 
Necrotizing pancreatitis 
Necrotizing- suppurative pancreatitis 
Fibrocystic pancreatitis 
Fibrotic interstitial pancreatitis 
Fibrotic perivascular pancreatitis 
10. Fibrotic-cirrhotic pancreatitis 
11. Edema, hyalinosis of exocrine tissues 
12. Edema, hyalinosis of endocrine 
tissues, only 
13. Steatosis; involving at least 2/3 
of organ 
14. Hemorrhage, interstitial, traumatic 
15. Abscesses, metastatic 
16. Tubercles, metastatic 
17. Papilloma, ductal 
18. Adenocarcinoma, primary 
19. Adenocarcinoma, secondary 


Fibrosarcoma, secondary 
distended or. ducts 
* diabetic pa 


Although not all types of pancreatic 
morbid anatomy which occur in adults were 
represented, a good variety of conditions 
was encountered in our material. The 
etiology of these disorders was sometimes 
obvious but in many instances it could not 
be ascertained. 


Ne 
Se 


a on 


TABLE 4 

ETIOLOGY OF PANCREATIC DISEASE IN ADULTS 
Traumatic lesions 
accidental (mainly hemorrhage) 
surgical (mainly edema) 
Circulatory lesions 
functional (vagus irritation) 
organic 
stasis (edema 
hypertensive hyalinization-islets) 
atherosclerosis (occlusive, constricting) 
thrombosis (infarction) 
embolism (“apoplexy’’) 
polyarteritis nodosa 

riarteritis (fibrosis) 

ryptic lesions 
malformations 
common channel (reflux of bile) 
duodenal diverticulum (duodenopancreatic re- 


ux) 
ampulla (all causing stasis of secretions) 
spasm 
edema 


A. 
2. 

B. 
a. 
b. 
c. 
d. 
e. 
f. 
g. 

1. 
a. 
b. 
2. 
a. 
b. 
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sialolith 

inflammation (chemical) 

neoplasia (papilloma; adenocarcinoma) 
ductal (all causing stasis of secretions) 
epithelial metaplasia (epidermization) 
edema 

sialolith 

inflammation (chemical) 

stricture, compression, obstruction 

neoplasia, (adenoma, cystadenoma, papil- 
loma; fibroma, myxoma, lipoma, chondroma, 
lymphangioma; endothelioma, adenocarci- 
noma (I, II), sarcoma; islet adenoma) 
Bacterial—toxic lesions 

ductal (non-specific) 

hematogenous (non-specific, tuberculous, 
luetic) 

allergic 

toxic (alcohol, neoarsphenamine, anesthetics) 
Metabolic lesions 

steatosis (lipomatosis) 

hydropic swelling (intracellular edema) 
amyloidosis 

hemosiderosis 

“diabetic” (islet edema, hyalinosis, fibrosis, 
hydropic change of beta cells, degranlation 
or vacuolization of alpha cells, reduplication 
of basement membrane, loss of islet tissue: 
combinations) 


Of the 80 patients with pancreatic altera- 
tions 24 had disease of the liver or bile 
passages (cirrhosis, 4; chronic hepatitis, 4; 
acute hepatitis, 1; steatosis, 1; cyanosis, 2: 
chronic cholangitis, 1; calculus cholecystitis, 
8; adenoma of gall bladder, 1; adenocarci- 
noma of gail bladder, 1; adenocarcinoma of 
common duct, 1). The coincidence of pan- 
creatic disease with liver-bile disease ex- 
ceeds the frequency of liver-bile alterations 
in the total necropsy material. Obesity was 
prevalent especially among women with 
pancreatic steatosis. This accounts for the 
percentage increase of women among the 
80 patients with pancreatic morbidity com- 
pared with the number of women in the 
total series. Only in ten per cent (8) of 
the 60 patients was there a definite history 
of alcoholism; the total number of alcoholics 
was most likely higher. Hypertension was 
frequent among the 80 patients. The over- 
lap with vascular disease, namely with 
atherosclerosis, was marked. In five patients 
with pancreatitis thrombosis of the pan- 
creatic arteries was present. A sixth patient 
whose pancreas was almost completely re- 
placed by fatty tissue also had thrombi in 
the pancreatic arteries, coinciding with 
coronary thrombosis. Twelve patients with 
pancreatic alterations died of myocardial 
infarction due to coronary thrombosis. 
Coinciding coronary and pancreatic athero- 
sclerosis was present in 52 of the 80 pa- 
tients in varying degrees, of course. The 
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number of patients who died of neoplasia 
was rather high but the number of patients 
with pancreatic alterations who died of 
cardiovascular disease was even higher. 

The disproportion between clinical and 
anatomical statistics on the frequency and 
variety of pancreatic disease is marked. 
Pathologists could increase their figures if 
they would study multiple sections from 
various segments of the pancreas in every 
instance and employ more refined histologic 
and histochemical methods. Since signs and 
symptoms of pancreatic disease are very 
often indefinite or mild the clinician will 
overlook many cases unless laboratory tests 
of pancreatic function become as much a 
part of his routine as tests for urinary 
and blood glucose. 


TABLE 5 


LABORATORY TESTS OF EXOCRINE 
PANCREATIC FUNCTION 


Duodenal fluid studies 

Fasting 

After stimulation 

olive oil 

secretin 

Absorption tests 

gelatin .. . plasma glycin 
casein-I .. . fecal and urinary I 
cod liver oil . . . serum vitamin A 
neutral fat .. . chylomicron count 
Serum enzymes 

Amylase 

Lipase 

Urine enzymes 

Diastase 

Feces studies 

enzymes 

fat and nitrogen assays 
microscopic study 


Duodenal fluid studies include measure- 
ment of volume, pH, viscosity, bile concen- 
tration, quanitative assays of amylase, 
lipase, protease, carboxypeptidase, and 
chymotrypsin. Collection of the material 
requires skill. Refrigeration of the fluid is 
essential to preserve the enzyme pattern. 
Dilution with gastric fluid and bile cause: 
alteration in volume, color and reaction. 
Stimulation of flow after intraduodenal 
instillation of olive oil and intravenous in- 
jection of secretin are, at present, research 
procedures. 

Absorption tests are gaining in popularity. 
On ingestion of gelatin, plasma glycin rises 
sharply in healthy persons but not in pa- 
tients with pancreatic disease.—Recovery 
of iodine in feces and urine after intake 
of casein labeled with I'*' can be used as a 
pancreatic function test.—Oleum percomor- 
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phum taken by mouth causes serum Vita- 
min A to rise.—The plasma chylomicron 
count increases after fatty meals, in healthy 
persons. No increase is found in patients 
with pancreatic insufficiency. 

Serum amylase is the most commonly 
employed test for pancreatic disease. In- 
crease is prompt and characteristic in the 
acute disease with impairment of flow of 
secretions. When the pancreas is non-func- 
tioning or where the acini are atrophied, 
serum amylase may drop below the normal 
level. Extrapancreatic enzyme production 
in salivary glands and liver should be con- 
sidered. After the first 24 hours of acute 
disease determination of serum lipase be- 
comes the preferred test. By using tri- 
butyrin instead of olive oil as the substrate 
the test can be performed fairly rapidly. 

Urinary diastase which is identical with 
serum amylase can be measured easily. 
Normal renal function is a prequisite since 
impaired renal function can cause the serum 
level to rise. The limitation of this test lies 
in the variable urine volume and concentra- 
tion. 


Determination of pancreatic enzymes in 
feces has little value either, quantitative 
assay of fat to evaluate the degree of stea- 
torrhea, or of nitrogen to measure the de- 
gree of azotorrhea is a valuable research 
method. Such assay is most useful in rating 
the efficacy of special diets and of pancreatin 
medication. Gross examination of stool 
specimens, using one’s nose as well as eyes, 
replaces many a laborious chemical assay. 
Miscroscopic examination of feces is by far 
the simplest and most informative test 
available. 

A pathologist’s advice to clinicians to in- 
clude gross and microscopic examinations 
of feces among routine laboratory pro- 
cedures might be acceptable. His suggestion 
to modify the treatment of pancreatic dis- 
ease and to instigate such regimen upon the 
slightest suspicion of pancreatic insufficiency 
might be considered presumptuous. How- 
ever, one can hardly refrain from sharing 
clinical and anatomical observations, labora- 
tory findings and results of animal experi- 
ments conducted in recent years. 

In animals, hepatic steatosis precedes the 
deposit of lipids in the arterial wall, In- 
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ability of the liver to synthesize the various 
protein fractions in proper ratio or allow 
transfer of methyl groups for the formation 
of phospholipids results in plasmatic dyscol- 
loidity. Lack of stabilizing albumin and 
lecithin facilitates precipitation of choles- 
terol—bearing lipoprotein molecules. Lipo- 
tropic medication allows liver cells to 
resume normal function. Animals in whom 
pancreatic tissue is destroyed by ethionine 
or guanidoacetic acid die in hepatic ccma. 
Effects of these chemicals can be counter- 
acted by methionine. Animals in whom 
pancreatic ducts have been ligated die 
promptly of hepatic failure unless treated 
extensively with pancreatin. The survival 
rate of animals with ligated pancreatic ducts 
is far better if antibiotics, especially sulfa- 
suxidine or aureomycin, are added to the 
diet to depress bacterial amine formation 
and thus lessen the functional load of the 
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liver. These antibiotics have been shown to 
prevent experimental liver cirrhosis. Re- 
suli!s of this research already have been 
used advantageously to treat patients with 
kwashiorkor or mucoviscidosis. 


‘Thus, in man, as in the animal, treat- 
ment should be directed toward promotion 
of regeneration of liver cells and pancreatic 
cells. This can be accomplished through the 
us? of a high protein—high vitamin diet, 
lipotropic drugs, pancreatin and antibiotic 
therapy. Therefore this regimen seems to 
be at present the preferred treatment for 
interrelated pancreatic, hepatobiliary, and 
vascular diseases. 


Hospital Kent General Dover, Milford y 
. , The Hahnemann Medical College, Philadelphia 


This study is a epentient of research grants from (a) The 

Laboratories, Inc., for study of lipotropic drug:, 
(b) The A. H. “Robins Co., Inc., for study of pancreatin, 
and (c) The National Heart Institute, N.1.H., no. H-2534, 
for research in the cardiovascular and related fields. 


WOMAN’S AUXILIARY 


Last month, I attempted to discuss a few 
of our committees and their functions. With 
the New Year, I feel that it is an appropri- 
ate date to review many matters pertaining 
to our State Regime. I have found that 
attitude flexibility and adjustment to an 
ever changing pattern of activity is essential. 
The following is a list of the “Doings of 
Your President’”’ and personal observations 
which I sincerely trust will be of interest— 

October 20-21-22—In company with Mrs. 
J. M. Barsky, Sr., Program Chairman, I 
drove to Haddon Hall, Atlantic City, to 
represent Delaware at the meeting of the 
Woman’s Auxiliary to the Pennsylvania 
State Medical Association. They are a very 
busy and interesting group. 

The Workshop on Teen Age Nutrition 
was well presented. The importance of an 
educational program was stressed with in- 
formation given on the nutritional values of 
certain foods, better meal planning, school 
lunches, and diets for teen agers. 

Home Makers Service, a _ non-profit 
agency, in New Jersey, was a novel idea to 
me. Trained, mature women are placed in 
a household where mother or father is ill 
and assistance is needed. They serve a 
minimum of two hours or a maximum of 
six hours daily. These home makers are 


carefully screened and are given an instruc- 
tion course at Rutgers University. Imagine 
the value of this person in the home of an 
aged couple who are not able to shop for 
food or even prepare a well balanced meal. 

A Safety Skit, entitled “Your Bonnet 
With The Hazards On It,” was presented 
by members, modeling hats, depicting “pit- 
falls” around the home. A traffic film and 
farm safety slides were also shown. 

At the delightful tea, the past presidents 
created a striking portrait effect as each 
stepped into a large frame, wearing her in- 
augural gown. 

October 31st—To Washington, D. C. and 
the Tri-State Hospital Meeting held at the 
Shoreham Hetel. Five different Hospital 
Auxiliaries presented their most outstand- 
ing money making project. Delaware was 
represented by a Junior Board Member 
from the Kent General Hospital, explaining 
their Junior Board Follies project. 

November 1st—Attended the Institute at 
the Wilmington Armory on Medical Man- 
agement of Casualties in Disasters. It is 
imperative that we be alert today to be 
alive tomorrow. 

November 13th—Attended the regular 
monthly meeting of the Woman’s Auxiliary 


to the Delaware State Hospital and the 
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Governor Bacon Health Center, of which 
I am pleased to be a member. Dr. Fritz 
Freyhan spoke of the new Research Build- 
ing and the program that he will direct 
there. 


November 21st—To the Hotel duPont’s 
Gold Ball Room to represent the Auxiliary 
at the annual Christmas Seal Luncheon. 
This Delaware idea has become an Ameri- 
can tradition all because of the faith. 
courage, and perseverance of Miss Emily P. 
Bissell. 

November 22nd-December 2nd — By 
plane, with my husband, to Seattle, Wash- 
ington, and the Clinical Session of the 
American Medical Association. Washington 
hospitality was most evident at all times. 
Some of the activities included, and I en- 
joyed, were— 


1—A “Trip to the Orient.”—Luncheon 
in true Oriental manner—chopsticks, gifts, 
and a fashion show of Western clothes. 


2—A ferry trip to the Bremerton Navy 
Yard, a visit to the U. S. S. Missouri, and 
lunch at the Officers Club. 


3—A trip to the Snoqualmie Ski Area 
and a chairlift to the very top of the moun- 
tain. 

4—Delightful concert by the Seattle 
Symphony Orchestra. 

5—The most glamorous event was the 
dinner given the Delegates to the American 
Medical Association and their wives. 
Salmon from Washington and _ potatoes 
from Idaho were enjoyed by all. 

December 6th—State Executive Meetin« 
at my home. All committee reports showed 
much interest and planning. A revised letter 
to help acquaint graduating high school 
seniors with the advantages of a career in 
nursing was presented, by Mrs. George 
Eriksen, and approved. 

The program included a report, by Mrs. 
Otkar Pollack, on the Migrant Labor Con- 
ference held in Dover. Many factors such 
as: Welfare of Children, Health, Sanitation, 
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and Housing are involved but not under- 
stood by many citizens of Delaware. 

Mrs. Douglas Gay reported on the Dis- 
aster Institute and future program plans. 

December 10th—To the Bissell Sana- 
torium Auditorium and the Home Safety 
Institute, sponsored by the Delaware State 
Board of Health and the Delaware Safety 
Council. We must all strive to stimulate 
and encourage education to safeguard 
health through safety, beginning at the 
home level. Carelessness, overwork and 
fatigue are the demons which harass the 
housewife and tired husband. “Do it your- 
self projects” are not always as profitable 
as the term implies. 

December 12th—To the Mental Health 
Association of Delaware to preview several 
Mental Health films. Two films are shown 
each Wednesday at noon, and they have 
been well received. The cinescope of the 
“March of Medicine,” depicting the treat- 
ment of the emotionally disturbed child, 
and narrated by Mr. Ben Grauer, will be 
presented on January 30th. The “in- 
patient” aspect of treatment was taken at 
our own Governor Bacon Health Center. 

December 13th—To the meeting of the 
Woman’s Auxiliary to the Delaware State 
Hospital and Governor Bacon Health 
Center. A tour of the main building’s second 
and third floors revealed the remarkable 
changes that have taken place. Everything 
is new, from the plumbing to the furniture. 
It was quite evident that thoughtful plan- 
ning and much effort were responsible for 
the improvements. 

December 13th—To the Tower Hill 
School Auditorium at 8:00 P.M. for the 
premiere of a play entitled “Return to 
Thine Own House,” presented by the 
American Theatre Wing. The one hour 
play deals with the readjustment of a 
former mental patient to his home, job, and 
social life. Its dramatic quality and its 
human appeal is recommended. 

Mrs. H. Thomas McGuire, 
President 
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+ Editorials * 


DO AS | DO— 

The New Castle County Medical Society 
recently resolved to encourage each of its 
members to seek periodic physical examina- 
tions by the physician of his or her choice. 
The immediate response was excellent and 
confirmed the opinion that many physicians 
do not have periodic checkups merely be- 
cause of procrastination. 

The periodic health examination is the 
cheapest form of life insurance available. 
It is unbelievable that those physicians who 
have not yet signified their willingness to 
comply are against periodic examinations 
in principle. Let us all, therefore, enter into 
the spirit of this project. Be examined 
wherever and by whomever you wish—but 
be examined. 


PRESIDENT DWIGHT H. MURRAY— 


Under ordinary’ circumstances The 
Journal does not publish material usually 


found in other journals. Fully realizing that 
Doctor Murray’s address will be widely 
published, it is reprinted here because of its 
obvious importance and with the thought 
that through this medium it might possibly 
be read by some individual who otherwise 
would not see it. 
EDITORIAL ADVISORY BOARD— 

This is a new Board appointed by the 
President of the Medical Society of Dela- 
ware. The sole function of this Board is to 
stimulate interest in the Journal and to 
bring in material to the Editorial Office of 
a type desired by the membersh'p as a 
whole. 

The wisdom of appointing this Board 
and the optomism with which the Journal 
faces the future is reflected in the amazing 
turnout of fourteen members to the first 
meeting. Six of these members came from 
Kent and Sussex County. 

This is truly your Journal. 


FREEDOM IN MEDICAL PRACTICE 


Dwicut H. Murray, M.D. 
PRESIDENT 
AMERICAN MEDICAL ASSOCIATION 


Almost six months have elapsed since we 
last met to deliberate an act on medical af- 
fairs. The time has passed quickly, but not 
quietly. 

The rumble of war and revolution has 
resounded in our ears. The din from politi- 
cal battles has been deafening. 

All of us . . . sooner or later . . . learn 
that today’s events do not just swirl around 
us, but involve each of us. As doctors we 
cannot get away from them by claiming 
that our only interest is in the sick, and 
that we cannot be bothered by political, 
social and economic problems. These 
matters demand attention from the doctor 
. as well as the lawyer, the businessman, the 
newspaper editor, the labor leader and the 
worker. 

If we are concerned about what happens 
on the international, national and local 


fronts—and we should be—then certainly 
we cannot afford to be disinterested in what 
happens in our own area of health and 


_ medical affairs. Yet there is apathy in our 


ranks. 


REPLACE APATHY WITH ACTIVE, 
UNITED PROFESSION 

Today there is a greater need for a 
united, forceful and informed profession 
than ever before. We have been caught in 
the throes of a social revolution which 
demanded something for nothing. Changes 
have been taking place all around us, and 
medicine has not escaped unscathed. 

For example, in a few days Public Law 
569, the bill providing medical care for 
military dependents, becomes effective 
throughout the land. Contracts already 
have been signed with the government by 
the majority of our state societies. No 
longer can any doctor claim that this law 
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does not affect him. No longer can he say 
that government laws really are not chang- 
ing the practice of medicine. 


Public Law 880, better known to all of 
us as H.R. 7225, is another case in point. 
Medicine now is facing the problem of 
protecting the taxpaying public from 
abuses and of cooperating with the govern- 
ment to carry out the provisions of the 
law. The law is now on the books, and we 
must provide the leadership necessary to 
make it work as well as possible. 


It was encouraging to hear Ezra Taft 
Benson, secretary of agriculture, say last 
week before the American Association of 
Land Grant Colleges and Universities: 


“Sooner or later, the accumulation of 
power in a central government leads to a 
loss of freedom. . . Raids on the federal 
treasury can be all too readily accomplished 
by an organized few over the feeble pro- 
tests of an apathetic majority. With more 
and more activity centered in the federal 
government, the relationship between the 
cost and the benefits of government pro- 
grams becomes obscure. What follows is the 
voting of public money without having to 
accept direct local responsibility for higher 
taxes... 

“If the present shift of power from state 
to federal authority which started 25 years 
ago is allowed to continue, the states may 
be left hollow shells.” 

It was encouraging to hear such com- 
ments from a member of the President’s 
Cabinet. I only wish that all members of 
the official family, and more important, 
every member of the United States Con- 
gress, felt the same way. 

The expression of this philosophy, with 
which medicine so heartily agrees, sounds 
good, but putting it into practice is the 
thing we are really interested in. 

Today the medical profession along with 
business and industry is caught between 
those who desire to promote sound govern- 
ment and those who desire even more in- 
tensely to perpetuate party power. Un- 
fortunately, in recent years a benevolent 
federal government appears more attractive 
to the voting public than the preservation 
of individual freedom. Medicine must do 
its utmost to reverse this trend. 
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MEDICAL FREEDOM ESSENTIAL 

In my travels around the country as 
your representative the last 18 months, I 
have seen little dissension or rancor within 
our ranks. However, I must report that I 
have seen too much complacency over gov- 
ernmental encroachment into medical af- 
fairs. And I am deadly serious when I say 
to you that apathy by the few, or by the 
many, can be detrimental to all. 

No nation can merely reap the benefits 
of freedom; it also must sow seeds of free- 
dom. 

In medicine the situation is the same. 
If an apathetic medical profession takes its 
freedom for granted, it will be the begin- 
ning of the end. A strong, free profession 
must work for freedom so that it may live 
in freedom. And history tells us that once 
medicine loses its freedom, other fields of 
private endeavor are immediately in danger. 


I do not wish to paint a dark or dis- 
torted picture of medicine’s free status and 
its stature in America today. But I do be- 
lieve words of caution and an appeal for 
vigilance are in order. 


The road of apathy and disunity can 
only lead to disorder and perhaps disin- 
tegration, and we must sound a warning 
to all our colleagues who don’t care, or 
who are pulling in the opposite direction. 
The road of alertness, action and unity is 
the proper road for all of us to be traveling 
together. 

If I had just one wish for the coming 
year, it would be to command the time and 
talents of the 160,000 physicians in the 
American Medical Association. I would set 
us all to the task of emphasizing and re- 
emphasizing the absolute necessity of pa- 
tient and professional freedom. 

PATIENT'S RIGHT TO CHOOsE His Doctor 

I believe it is one of our prime responsi- 
bilities to prove to our patients that their 
right to choose their doctor is a most im- 
portant one. 

Free choice brings a bond of confidence 
between doctor and patient which no com- 
pulsory medical system can create. It 
means that the patient knows the physi- 
cian will be interested in him as a person, 
not as just a serial number of the 2:45 ap- 
pendicitis case. 
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For the doctor free choice means that the 
patient has selected him for his abilities, 
training, sincerity and personality. When 
a patient comes into my office, I know he 
has made a choice. And from that moment 
there begins a physician-patient relation- 
ship of the highest order. To me the pa- 
tient is someone special, and I in turn hope 
I am someone special to him. 

Once the patient has made his choice, the 
physician automatically assumes an un- 
qualified responsibility to the patient. No 
system of medical care that uses a third 
party to bring doctor and patient together 
can match our kind of cooperative perform- 
ance for the treatment of illness, the cure 
of disease and the betterment of the pa- 
tient’s health. 

Freedom to select a doctor is part of 
everyone’s great freedom to choose — to 
choose what he wears and eats; where he 
works and worships, and how he votes. 
Take away any part of this freedom and 
great damage is done to our democratic 
system. 


FrEE Conpuct IN MEDICAL TREATMENT 

Another freedom closely tied to freedom 
of choice is freedom in the conduct of medi- 
cal treatment. 

As the recent meeting of the World Medi- 
cal Association in Havana, Cuba, Dr. Rolf 
Schloegell of Germany made a stirring de- 
fense of free conduct of medical treatment. 
He told us that the medical profession be- 
lieves the attending physician alone is com- 
petent to decide what measures he deems 
necessary and will apply in order to bring 
about the desired improvement. He warned 
too of the danger of excessive restriction on 
the freedom of the patient and the attend- 
ing doctor. 

Yet the trend toward extending social 
security in the medical care field has been 
steady and has accelerated since the end 
of World War II. 

The dangers of shifting responsibilities 
for medical care from the patient and doc- 
tor to the government are obvious. The 
caliber of medical care cannot be as high 
when both patient and doctor are depend- 
ent upon government. Initiative succumbs 
to dictation, and self-reliance is replaced by 
the crutch of government. 
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We do not deny that there is an area of 
legitimate concern by the government for 
the health and welfare of the people. But 
each year government seems to extend that 
area. We get some idea of this expansion 
from the new federal medical budget. 

This year, according to our Washington 
Office, the average family will be paying 
$54.61 for the U.S. Government’s health 
and medical activities. And the total ex- 
penditures this year amount to 2% billion 
dollars — 290 millions more than last year. 
Even in an over-all federal budget of 61 
billion dollars, the total health cost of 24% 
billions is not insignificant. It is a billion 
dollars more than the cost of running the 
Commerce Department, half a billion more 
than the Agriculture Department and six 
times more than the Interior Department’s 
budget. 

Many expenditures obviously are neces- 
sary to keep up our unsurpassed public 
health standards, and research may pay 
rich dividends in scientific discoveries. But 
there is no doubt that much money is be- 
ing spent on medical activities that should 
not involve government participation. 

The trend is to spend more and more 
government money on health and medical 
matters because it is good politics. Ap- 
parently many Americans still want to see 
government in the role of a big brother, 
dishing out so-called gifts and bargains 
under the guise of benevolent economic 
planning. 

I believe it is our duty, as it is every- 
one else’s, to combat the attitude of “what’s 
in it for me?” and to promote the long- 
honored creed of “‘what’s best for all Ameri- 
cans and our free society?” I think that a 
nation can drift into state medicine inch 
by inch just as surely as if the scheme were 
foisted upon a people overnight. The “drift” 
method may take longer but the result will 
be the same. 

So it is time all of us sounded the alarm > 
against soft and superficial security and 
against the invasion of personal responsi- 
bility. It is time we stood up together for 
militant freedom and for full rights and 
responsibilities of the individual. 
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BELGIAN Doctors TuRN BACK GOVERNMENT 


There is no better example of what a uni- 
fied medical profession can do than in the 
story of the recent fight of the Belgian 
doctors against the government’s pro- 
posals for a state service of medicine. 

Without consulting the medical profes- 
sion the Belgian government proceeded to 
draft rules and regulations of health to be 
incorporated in the nation’s social security 
legislation. Under the proposals doctors 
were to sign an agreement to abide by the 
present rules and any later regulations. For 
the patient there would be the usual red 
tape in getting medical care. 

When the Belgian doctors learned of the 
scheme, they met in conference with the 
government. They told the government 
what they wanted and what they would 
not accept. The government agreed. 

For several months everything was quiet. 
Then the Belgian doctors suddenly read 
about the new health bill that the govern- 
ment was sending -to Parliament. It was 


quite contrary to the earlier agreement 
worked out by the profession and the gov- 
ernment. But the bill was passed quickly. 

The Belgian medical profession protested 
and said it would not be placed under the 


Ministry of Labor. Instead the doctors 
proposed to set up their own plan of medi- 
cal assistance. 

Before long, the government saw that the 
medical profession meant business and that 
the doctor’s plan was an attractive one. 
So it declared that its own bill was not in 
force and could not be in force without the 
consent of the medical profession. 

To me this fight against legislative in- 
tervention in medical care is excellent evi- 
dence that the profession can defend itself 
if it unites to defend the basic principles of 
freedom and if it offers constructive pro- 
posals. By using the Belgian national mot- 
to, “in union there is strength,” the medi- 
cal profession showed doctors everywhere 
that dangerous government plans can be 
turned aside by the strong. 

I also read recently in the Journal of the 
World Medical Association of the fight of 
the medical profession of Malta against a 
British government scheme to introduce a 
full-time salaried medical service, without 
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the right of private practice, on an island 
dependency of Malta. Here again the doc- 
tors reacted with unity and strength, and 
successfully thwarted the government’s 
plan. 


There is a lesson in these stories from 
Belgium and Malta. They prove that a 
unified profession has a great political 
power for good — the good of the patient, 
the doctors and the nation. 

CONFIDENCE AND UNDERSTANDING NEEDED 

While we are developing unity within 
our own ranks, I believe it is equally im- 
portant to continue to build up the confi- 
dence and respect of our patients and to 
make our legislators aware of the necessity 
for freedom in medical practice. 

Let us never reduce the quality of service 
we render to our patients, and never lose 
the personal touch in medicine. Where 
there is any opportunity to improve upon 
our medical care, let us seize it and show 
our abilities to do an outstanding job. 
Satisfied patient-customers will give us 
deserving support when we need it. 


We also should realize that the destiny 
of medicine can be determined to a large 
degree in the halls of Congress. If this be 
true, then it is even more important that 
we take an even greater interest in those 
who elect the Congressmen. Sympathetic 
understanding of our position by federal 
legislators through the voting public will 
be an insurmountable deterrent to the 
forces supporting state medicine. 

The day has come, gentlemen, when we 
can no longer look upon medical economics 
and social changes merely as issues to be 
considered during our limited leisure hours. 
Our interest in them cannot be superficial 
or intermittent. 

We now must pay daily attention to 
these matters. Medical socio-economic af- 
fairs can no longer be just incidental with 
us. They must be a vital part of our life 
and of our profession. 

Each of us, I believe, should dedicate 
himself to the words included in the oath 
of office taken by Presidents of the A.M.A. 


“T shall champion the cause of freedom 
in medical practice and freedom for all my 
fellow Americans.” 
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As doctors, representatives to the A.M.A. 
and as spokesmen for the A.M.A., let’s re- 
member these words and live by them. And 
to alter a phrase of President Lincoln’s 
only slightly: Let’s make common cause 
to keep the good ship of medical freedom 
on this voyage, or nobody will have a 
chance to pilot her on another voyage. 


BOOK REVIEWS 


CLINICAL PATHOLOGY. Application and Interpre- 
tation. By Benjamin B. Wells, M.D., Ph.D. Di- 
rector of Clinical Investigation, The Lynn Clinic, 
Detroit. Former Professor of Medicine and Chair- 
man of the Department of Medicine, Creighton 
University School of Medicine, Omaha. Cloth. 
$8.50. Pp. 448 with 25 illustrations. W. B. Saun- 
ders Company, Philadelphia-London, 1956. 


This book as the title states is primarily 
a guide in the application and interpreta- 
tion of clinical laboratory studies. It is of- 
fered to physicians and medical students so 
that they may select, apply, and interpret 
all laboratory methods according to the 
needs of the patient. The purpose of the 
book is entirely practical and just enough 
theory and methodology are included to 
give proper meaning to the procedures or 
to define their limitations. Emphasis is 
placed on the fact that laboratory proce- 
dures serve only as aids in diagnosis and 
on the fact that the elimination of unneces- 
sary tests in clinical problems makes for a 
better understanding of the clinical lab- 
oratory and also for the better practice of 
medicine. 

The book is divided into ten chapters. 
These include chapters on the major sys- 
tems, a chapter on the infectious diseases, 
special chapters on clinical laboratory 
studies in surgery and obstetrics, and a 
final chapter on laboratory procedures. The 
first chapter on Infectious Diseases presents 
a wealth of material in concise form of the 
common laboratory procedures performed 
and their interpretation in the various dis- 
eases. Also included is a discussion of the 
virus and rickettsial diseases and the newer 
tests used in their diagnosis. There is a 
discussion of the Treponema Pallidum Im- 
mobilization Test for syphilis. The chap- 
ters on diseases of the Gastrointestinal Sys- 
tem, the Cardiovascular System, the Re- 
spiratory System and the Urinary System 
present the diseases and develop them only 
as they pertain to the more urgent and 
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frequent needs of medical practice. The 
material is arranged exactly as the physi- 
cian uses it. Beginning with a clinical 
problem, useful laboratory tests are named 
and discussed. The two chapters on Dis- 
eases of the Blood and the Metabolic and 
Endocrine Disorders make frequent use of 
charts for the orderly presentation of tests 
used in differential studies. 


Of special interest to the Obstetrician 
and the Surgeon are the chapters on the 
laboratory studies commonly used in these 
specialities. Tests used in electrolyte 
studies, water balance, and acid-base 
studies are discussed. The last chapter on 
Laboratory Procedures present those pro- 
cedures that can easily be performed in an 
office laboratory. 

The book is strongly recommended for 
the library of all physicians whether they 
are in general practice or in one of the spe- 
cialities and for medical students. The in- 
telligent use of laboratory data is inval- 
uable. 

J. V. C. 
DISEASES OF THE HEART. By Charles K. Fried- 
berg, M.D., Attending Physician, The Mount 
Sinai Hospital, New York; Associate Clinical 
Professor of Medicine, College of Physicians and 
Surgeons, Columbia University. 1161 pages with 


157 illustrations. Cloth. 1956. 2nd edition. W. B. 
Saunders Company, Philadelphia. $18.00. 


Your reviewer had the privilege of review- 
ing the first edition of this book in 1950 
and said that it was “without doubt the 
best text on the subject in the English 
language”. The new edition is better than 
the first. 

The text has been lengthened by the in- 
clusion of a section on graphic methods of 
examination. This seems to be an improve- 
ment over the first edition where methods 
were discussed only in the sections describ- 
ing specific diseases. There are twice as 
many illustrations and, in general, they are 
of better quality than those in the first 
edition. In keeping with newer ideas in 
typography, the type is set in double col- 
umn for ease in reading. 

Not infrequently the author of a success- 
ful text will coast along with the first edi- 
tion, merely adding a few notes from time 
to time. Those who know Doctor Fried- 
berg realize that he could not do this and 
the work expended upon this edition has 
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been equal to that used in writing a new 
book. It is amazing that some of the ma- 
terial found in this text has just reached 
the stage of journal publication! 

This book is without doubt the best text 
on cardiology in existence and should be 
owned by every physician who sees a car- 
diac patient in practice. 

A. H. C., Jr. 


PHYSICAL DIAGNOSIS by ee H. Major, M.D.., 
Professor of Medicine and the History of Medi- 
cine, and Mahlon H. Delp, M.D., Professor of 
Medicine, University of Kansas. 358 pages. with 
536 illustrations. 1956. 5th edition. W. B. Saun- 
ders Company, Philadelphia. $7.00. 

This book is complete, concise and alive 
with excellent illustrations which point up 
admirably the significance and importance 
of the many details and signs in physical 
diagnosis. Its short but complete summary 
of good history taking further emphasizes 
the importance of detail and accuracy in 
the physical examination. 

Books on this subject in the past have 
tended to be dry and uninteresting. Here, 
however, the student’s interest is not only 
aroused but maintained. 


L. B. F. 


PRINCIPLES OF CLINICAL ELECTROCARDIOGR(\PHY. By 
Mervin J. Goldman, M.D., Assistant Chief of the 
Medical Service and Cardiologist, Oakland Vet- 
erans Administration Hospital, Oakland and As- 
sistant Clinical Professor of Medicine, Univer- 
sity of California School of Medicine, San Fran- 
cisco. 310 pages, paper. 1956. Lange Medical 
Publications, Los Altos, California. $4.50. 


This book is replete with excellent in- 
formation. The outstanding feature is the 
large number of illustrations, approximately 
two per page. This alone puts the book in 
a class by itself. 

To make possible such profuse and ex- 
cellent illustrations at a reasonable price 
it was necessary to reproduce the book by 
the offset process. This resulted in the only 
weak feature — type size too small to per- 
mit prolonged study. It is hoped that this 
minor fault will be corrected in subsequent 
editions. 

This book is recommended without reser- 
vation for anyone interested in electro- 
cardiography. 

Of 
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The following article appeared as a guest 
editorial in the August issue of the Penn- 
sylvania Medical Journal. It is reprinted 
here in its entirety by courtesy of Dr. 
Shelley and the editor of the Pennsylvania 
Medical Journal. 


ON READING A MEDICAL PAPER 

Medical societies are in a most luxuriant 
phase; more meetings are being held than 
ever before. In many metropolitan areas, a 
little determination can place a physician 
in at least one scientific meeting a day. 
With this accelerated state has come in- 
creased opportunities for presenting medical 
observations to fellow doctors, i.e., reading 
a medical paper. It has been my feeling 
that the technique of this significant ac- 
tivity has not received enough attention. 
One reason is that the audience is largely 
inarticulate, at least beyond the formality 
of applause. As a frequent member of this 
medical audience, I would like to record 
some thoughts I have had on reading 
papers. These are personal views, but I 
have reason to believe they may be com- 
monly held, although infrequently ex- 
pressed. 

The first thing I plead is that I not be 
overwhelmed by an avalanche of data, ob- 
servations, and ideas. Many speakers 
simply crush the average listener with 
literally hundreds of new facts, all carefully 
posted on slides. The listener refusing to 
operate on a Univac level turns off his 
motors and moves over to a_ pleasant 
autistic realm. The pernicious habit of pre- 
senting techniques and detailed data ap- 
pears to have developed because man is 
capable of reading aloud at a rate of 200 
words per minute. This permits the speaker, 
if he reads a manuscript, to release the bulk 
of his findings to the audience. With the 
use of slides hundreds of numerical figures 
can be added. All in all, it is a fine tour 
de force, but it often leaves the audience 
exhausted yet uninformed, or worse, in- 
different to the speech. 

I would urge that medical talks be talks. 
As such, they can effectively transmit ideas 
and leave the audience informed and stimu- 
lated. I have long noted how a colleague 
can enthrall you with his experiences as re- 
counted over the hospital dining room table, 
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yet these same experiences are boring when 
read as a formalized paper in staff confer- 
ence. The need to be scientific and precise 
can at times have a most deadening in- 
fluence. Speakers should recognize that the 
audience is their friend. Give a friendly 
narrative account, therefore. Remember, 
no one can truly evaluate your findings on 
the basis of a talk. He must turn to the 
published paper for the detailed prolonged 
study of methodology and data. The short 
speech serves solely to transmit your 
singular idea on the topic. The longer 
speech should be used to present a broader 
concept or scheme of things rather than the 
showy display of even more data in depth. 


Be sympathetic to the fact that the live 
audience has no real power to skim or skip, 
so that the speech should be a significant 
one. Too often speakers request or accept 
program time for the presentation of data 
which is better never presented verbally. I 
refer to the negative finding, the reference 
data of interest to very few, and finally to 
the “ectopic paper” floundering before the 
wrong society. A brilliant address on back- 
gammon will be poorly received by the 
philatelic society, although clever titling 
may win it a place on the program. 


Finally, I will count myself fortunate at 
the next meeting I attend if at least one of 
the speakers talk as one who wants me to 
know and to feel the native simplicity of 
his particular idea. The idea should take 
precedence over the smothering data, ora- 
tory, and elegent phrasing which so often 
accompany the reading of a paper. 


WALTER B. SHELLEY, M.D., 
Philadelphia, Pa. 


Position vacancy, General Practice Resi- 
dency, two years, Stanislaus County Hos- 
pital, Modesto, California, 400 beds, 
hospital fully approved by the Joint 
Commission of Accreditation; Salary — 
$500.00 per month. Address communi- 
cations to Dr. Allan A. Craig, M.D., Stan- 
islaus County Hospital, Modesto, Cali- 
fornia. 
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MEANING: AWOL 

To the Editor: The gobbledygook and 
abbreviations used in the federal officialese 
language are w.k. and much commented on. 
Perhaps the development of a similar but 
different language in our h. records is not 
so w.k. This new branch of the language 
might well be called doctorese. It varies 
from h. to h. and s. to s. Pretty soon in- 
terpreters will have to be obtained by any 
consultant who sees a patient even in his 
own h. Here is a prize example from the 
B.H. of B.,M.: 

“N.B.: My impression is that the pa- 

tient’s M.S. while enough to produce 

R.V.H. by Px, has been sorely aggra- 

vated by A.S.H.D. which addition has 

ppt. C.H.F.” 
If anyone is interested, here is a glossary: 


N.E.J.M. New England Journal of 
Medicine 
B., M. Boston, Massachusetts (not 
bowel movement) 
h. hospital 
w.k. well known 
s. service 
B.H. blank hospital 
N.B. nota bene (the only valid 
abbreviation in this letter) 
M.S. mitral stenosis, not morphine 
sulfate 
R.V.H. right ventricular hypertrophy 
Px. physical examination, not 
post-exchange 
A.S.H.D. arteriosclerotic heart disease 
ppt. precipitated 
C.H.F. congestive heart failure. 
V.T.Y. 
B., M. C.C.L. 


(This letter was published in The New England 
Journal of Medicine on June 14, 1956 and is re- 
printed here by permission of the Editor.) 


FRAIM’S DAIRIES 


Quality Dairy Products 
Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 
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Improves Visualization 


Posterior-anterior film: definite hyperper- 
istalsis with poor duodenal visualization.* 


The same anticholinergic action which 

has made Pro-Banthine (brand of pro- 
pantheline bromide) the outstanding 
therapeutic agent in peptic ulcer has also 
proved valuable in diagnosis. 

By controlling the hypermotility, Pro- 
Banthine may permit delineation of a 
lesion otherwise not clearly visualized. 

The technic is simple: If the first set 
of films shows hypermotility but no filling 
defect is demonstrable, reexamination is 
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DIAGNOSTIC AID 


Reduced Hypermotility with Pro-Banthine® 


Posterior-anterior film after 15 mg. of Pro- 
Banthine intramuscularly: chronic duode- 
nal ulceration clearly disclosed. 


done a few minutes after intramuscular 
injection of 15 mg. or a half hour after 
oral administration of 30 mg. of Pro- 
Banthine. 

This procedure has the additional ad- 
vantage of demonstrating the patient’s 
response to a given dosage of the drug. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


*Roe nograms courtesy of I. Richard Schwartz, M.D., 
Kings Gastrointestinal Clinic, Brooklyn, N.Y. 
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recognized 


asa potent, specific anti-arthritic 


established 


byo ver 100 million patient days 


substantiated 
in more than 700 published reports 


BUTAZOLIDIN 


(phenylbutazone GEIGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 


anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 


with its use are urged to send for literature before prescribing it. 


Geiny GEIGY PHARMACEUTICALS, Division of Geigy Chemicai Corporation, New York 13, N.Y. 


72556 
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USE 
POLYSPORIN 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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Or ...give real relief: 
eee 


200 mg. (3 grains) 

Phenacetin mg. 1 or 2 tablets 

4 Demerol hydrochloride... 30 mg. (1/2 grain) Narcotic blank requir 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


Baynard Optical Si lowers... 
Company Geo. Carson Boyd 


Prescription Opticians at 216 West 10th Street 


Phone 8-4388 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


To keep 

your car running 
Better-Longer 
use the 

dependable friendly 
Services you find at 
5TH AND MARKET STS. your neighborhood 


WILMINGTON, DELAWARE Service 
Station 
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= for the objective symptoms 
__... for the subjective distress 


> * 


| provides the anti-rheumatic, 
anti-inflammatory action of the most 
effective steroid, STERANE,® complemented by 
the superior central tranquilizing effects of 
ATARAX.© Minimal disturbance of fluid and 
electrolyte metabolism; no mentai fogging 
or major toxicity in ataractic action. 


FOR UNMATCHED RESPONSE AND 
MANAGEMENT IN RHEUMATOID ARTHRITIS... 
' AS IN OTHER COLLAGEN DISEASES, BRONCHIAL 
: ASTHMA, INFLAMMATORY DERMATOSES. 


Supplied: Each green, scored 

ATARAXOIN Tablet contains 5 mg. prednisolone 
(STeraNe) and 10 mg. hydroxyzine bydro- 
chioride (AT*RAX). Bottle: cf 26 and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 
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ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


513 Market Street 723 Market Street 
900 Orange Street 

Manor Park DuPont Highway 

Merchandise Mart Gov. Printz Blvd. 


A Store for... 
Quality Minded Folks 
Who tre Thrift Conscious 


LEIBOWITZ’S 
224-226 Market Street 


Wilmington, Delaware 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 
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spray 


NASAL. 
SUSPENSION 


(HY DROCORTONE® WITH PROPADRINE”~ AND NEOMYCIN) 


Anti-inflammatory— 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afiord a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. HypRo- 
SPRAY provides HYDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis, 


In squeezable plastic spray bottles 
cc. HYDROSPRAY, each cc. sup- 
lying 1 mg. of HyprocorTong, 15 . of 

OPADRINE Hydrochloride and 5 mg. of Neo- 
mycin Sulfate (equivalent to 8.5 mg. of neo- 
mycin base). 


SUPPLIED: 


containing 15 


MERCK SHARP @ DOHME 
DIVISION OF MERCK @ CO.. Inc. 
PHILADELPHIA 5. PA, 


REFERENCE: 1. Silcox, L. E., A.M.A. Arch. Otolaryng. 60:431, Oct. 1954. 
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A 27-year-old man, a chronic alcoholic, was admitted with a hi 
tory of an alcoholic spree followed by a cough, greenish sputum 
and chills and fever. Ce 

Physical examination showed a temperature of 104 F. ang 
indicated pneumonia in the right lower lobe. This Was Confirmed 
by X-ray. The sputum revealed gram-positive diplocoeci ang 
blood culture subsequently grew Type VII Pneumococei. 

The patient was treated with erythromycin, 300 Mg. every six 
hours per os. His temperature dropped to normal by 48 hours and 
X-ray of the chest revealed considerable clearing by the fourth 
hospital day. After 10 days hospitalization, the patient Was fit 
for discharge. 


identical to the one previously reported, with cure obtained by treatment with 
500 mg. of erythromycin per os every four hours for 14 days, 
Of these 132 patients with bacteria] pneumonia, 127 (96%) had a g00d clini 


result’ One patient with lobar 
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In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’” 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 


good results (nearly 100% in common, bacterial res- Perot 
piratory infections) when you prescribe ERYTHROCIN. 


hrocin 


(Erythromycin, Abbott) 


STEARATE 


Eryt 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: “‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.” 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you’ll find allergic 
manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. ObSott 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. om 
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“no pain bre akthrough 


ne DONNAGESIC Extentab gives 10 to 12 hours of 
steady, high-level codeine analgesia. Rebuilding 
of effective analgesia with repeated doses is 
avoided. Patient comfort is continuous. 


There is more pain relief in DONNAGESIC Extentabs 
than in codeine alone — codeine analgesia is potentiated 
by the phenobarbital present. In addition, phenobarbital 
diminishes anxiety, lowering patient’s reactivity to pain. 


DONNAGESIC is safer, too, for codeine side effects are 
minimized by the peripheral action of the belladonna 
alkaloids. 


extended action—The intensity of effects smoothly 
sustained all-day or all-night by each DONNAGESIC 
Extentab is equivalent to, or greater than, the maximum 
which would be provided by q. 4h. administration of one- 
third the active ingredients. 


*Reg. U. S. Pat. Off., Pat. applied for. 


Donnagesic 
Extentabs” 


extended action tablets of CODEINE with DONNATAL® 
once every 10-12 hours 
and 
for all codeine uses 


DONNAGESIC No. 1 (pink) ¥ DONNAGESIC No. 2 (red) 
CODEINE Phosphate ....... . 48.6mg.(%er.) ....... 97.2mg. (1% 
Hyoscyamine Suifate.......... mg. O.3111 mg. 


Atropine Sulfate... OO582mg. 0.0582 mg. 
Hyoscine Hydrobromide ........ 0.0195 mg. . 0.0195 mg. 
Phenobarbital ...........48.6mg.(%@r.) 48.6 mg. (% gr.) 


A. H. ROBINS CO., INC., RICHMOND, VIRGINIA Ethical Pharmaceuticals of Merit Since 1878 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 
BRAND OF CHLORMERODRIN (18.3 mG. OF 3-cHt 2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN®’ SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 


er 
igh 


*Reg. U. S. Pat. Off., Pat. applied for. 


‘more effective 
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infections 


than any other 
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FOR MOST INFECTIONS 


INOVOBICCIN-PENICILLIN G, MERCK) 


THE ANTIBIOTIC PRODUCT 


MOST LIKELY TO 


COMPARE THESE ADVANTAGES: 


1. Proved effectiveness in the largest num- 
ber of clinically important infections in- 
cluding those caused by antibiotic-resistant 
staphylococci and proteus. 


2. Therapeutic, dactericidal blood levels are 
promptly achieved. 


3. Exceptionally well tolerated; patient sen- 
sitivity reactions are rare at recommended 
dosage. 


4. No yeast or fungal super-infections nor 
any antibiotic-induced enteritis, vaginitis or 
proctitis have been reported following 
CATHOCILLIN. 


5. Noproblems of cross-resistance have been 
encountered with CATHOCILLIN. 


6. The normal intestinal flora is not dis- 
turbed by CaTHOCILLIN. 


DOSAGE: for adults—two capsules 9.1.4.3; for chiidren 
under 100 lbs.—dosage in proportion to weight (e.g. one 
capsule q.i.d. for a child weighing 50 lbs.). 


BE EFFECTIVE 


CONSIDER CATHOCILLIN FIRST 


—for these clinically important infec- 
tions: tonsillitis; pharyngitis; pneumonia; 
otitis media; cervical lymphadenitis; 
streptococcal sore throat; infected tooth 
sockets; Vincent’s infection; acne and 
superficial skin infections; impetigo; 
boils, furuncles and carbuncles; lung ab- 
scess; bronchitis; mastitis; osteomyelitis; 
wound infections; postoperative wound 
infections and infected lacerations; sta- 
phylococcalenteritis,staphylococcal diar- 
rhea of the newborn; peritonitis (caused 
by susceptible organisms); pelvic in- 
flammatory disease; gonorrhea; gono- 
coccal arthritis; urethritis; scarlet fever; 
erysipelas. 

SUPPLIED: Blue and white capsules of ‘CATHOCILLIN’ 
—each containing 125 mg. of ‘Catnomycin’ (as 


Sodium Novobiocin, Merck) and 75 mg. (125,000 
units) Potassium Penicillin G; boitles of 16, 


In one prescription the one antibiotic product most likely to be effective 


MERCK SHARP & DOHME 


DIVISION OF MERCK @ CO., Inc., PHILADELPHIA 1, PA, 
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Make Sure You Have Enough 


(> < 
S. PA'- 


‘“‘Housepower”’ is adequate wiring . . 


. enough electrical power coming 


into your home to meet the needs of all your electrical uses . . . sufficient 
number of circuits, outlets and switches for your convenience . . . large 
enough wires so that the flow of electricity to your appliances is not 


‘choked off.”’ 


Be sure your home has adequate ‘‘Housepower”’ for all the appliances you 
want to use today—and in the future. Adequate wiring for today's modern 


electrical living .. . 


serves and saves. 


Ask your Electrical Contractor to check your HOUSEPOWER today! 


DELAWARE POWER & LIGHT COMPANY 


PARKE 


Gnslitulional Pappli 
Of Fine Foods 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 


Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


We maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 

Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial OL 6-8537 WY 4-3701 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary ... 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 

Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making smaller 
dosage effective and freer from side 
actions. 


Rauwiloid +Veriloid® 


In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains 1 mg. Rauwiloid and 3 mg. Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 
Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker 
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PATENTED ARCH SUPPORT CONSTRUC- 
TION — WIDE STEEL SHANK IMBEDDED 
IN PLASTIC COMPOUND * 


For the Prescribed Diet 


SODIUM @ insole extension and wedge at inner corner of 


heel where support is most needed. 


*% The patented arch support construction is guaran- 
teed not to break down. 


@ Innersoles guaranteed not to crack or collapse. 

develo by R ICE © Foot-so-Port lasts designed and the shoe construc- 
ped tion engineered with orthopedic advice. 

® Conductive Shoes for surgical and operating room 

personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 

Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 

abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shoe Company 


PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 2, NEBRASKA 
Since 1902 
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practice to know that there is a food avail- 
able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability —billions eaten annually. 


2. One of the best of the “protective” foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. 
4. Sealed by nature in a dust-proof package. 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 


7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 


8. Can be baked, broiled or fried. 


9. Can be used as an ingredient product in breads, 


10. Useful in bland and low-residue diets. 
11. Mildly laxative. 


12. May be used in the management of both 
diarrhea and constipation. 


13. Can be used in reducing diets. 
14. Can be used in high-calorie diets. 


15. Useful in the dietary management of celiac 
disease. 


16. Useful in the dietary management of idiopathic 
non-tropical sprue. 


17. Useful in the management of diabetic diets. 
18. Valuable in many allergy diets. 


19. Belongs among foods useful in certain acute 
intestinal infections. 


20. A protein sparer. 
21. Favorably influences mineral balance, 
22. Useful in the management of ulcer diets. 


23. One of the easiest foods to eat or prepare. 
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The answer is 


BANANAS 
[f you would like 


1. The authority for any of the statements 
made on the preceding page. . . 


2. Additional information in connection with any of them... 
3. The composition of the banana... 


4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 


Please feel free to write to 


Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 
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—ANTITUSSIVE 


“Central Antitussive Effect — mild, dependable 
Fepical Decongestion — prompt, prolonged 
bivartrate ......... 1.33 mg, 
Potassium guaiacel sulfonate 70.0 

Ammonium chioride ........... 
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(HY DROCORTISONE-BACITRACIN-TYROTHRICIN- 
NEOMYCIN-BENZOCAINE TROCHES) 

Adult or juvenile, your patients with sore throats 
will welcome a course of HYDROZETS. These 
newest Merck Sharp & Dohme troches offer anti- 
inflammatory, anti-infective and analgesic proper- 
ties that promptly alleviate distressing mouth or 
throat irritation whether caused by infection, 
mechanical injury or allergic reaction. And 
HYDROZETS taste so good, it’s hard to believe 
they’re medicine. 

Formula: Each HYDROZETS Troche contains— 
2.5 mg. ‘HYDROCORTONE’ to reduce pain, heat 
and swelling; 50 units Zinc Bacitracin, 1 mg. 
Tyrothricin and 5 mg. Neomycin Sulfate to com- 
bat gram-positive and gram-negative bacteria; and 
5 mg. Benzocaine for rapid soothing analgesia. 
Other indications: As adjunct therapy in aphthous 
ulcers, acute and chronic gingivitis and Vincent’s 
infection. 


Supplied: Vials of 12 troches. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 
“PREMARIN: 
widely used 


natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
5645 
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daily tensions. 


a true calmative 


Y Ectylurea, AMES 


2-ethylcrotonylurea) 


he power of gentleness 


helps patients face everyday anxieties and tensions 


“...mild action promotes an over-all calmness...’* 


New and Different * not a hypnotic-sedative—unrelated to any available chemo- 
psychotherapeutic agent * no evidence of cumulation or habituation *¢ does not cause 
gastric hyperacidity * unusually wide margin of safety —no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc. 4: 1080, 1956. 


(sy AMES COMPANY,INC + ELKHART, INDIANA 
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clinically proved, before introduction, in over 12,000 patients 


announcing 


Compazine 


a further advance in psychopharmacology 


a true ‘tranquilizer’ with specific 
action in psychic and psychosomatic 


conditions 


indicated in mental and emotional 
disturbances — mild and moderate — 


encountered in everyday practice 


available in 5 mg. tablets 


minimal side effects 


Few drugs have been so thoroughly studied before introduction 
or introduced with such a substantial background of clinical 


experience. 


In the more than 12,000 cases treated with ‘Compazine’ here and 
abroad, and in experimental studies at very high dosage, no blood 
change or jaundice attributable to ‘Compazine’ was observed. 


Smith, Kline & French Laboratories, Philadelphia 1 
* Trademark for proclorperazine, S.K.F. 
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